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THE NEXT SEVENTY-FIVE YEARS OF 





DENTAL EDUCATION* 


By Freperick B. Noyes, B.A., D.D.S., 


Sc.D., F.A.C.D. 


Dean, College of Dentistry, University of Illinois 


In ‘THese Days of 
tainty, when one cannot tell from day to 
day what will happen next, when change 
seems to be the only factor common to 
all nations and all people, it is rash in- 
deed to attempt to speak on “The Next 
Seventy-Five Years of Dental Educa- 
tion.” But the future is an extension of 
the past and the present. A visit to a 
planetarium impresses us with the fact 
that the astronomer by the study of the 
movement of the stars and the planets 
is able to picture exactly for hundreds 
of years to come the arrangement of the 
heavens and the movement of the stars. 
It may be that if we knew completely 
the history of the past and understood 
perfectly the meaning of events of to- 
day, we, too, could with some accuracy 
foretell the future course of events. 

I do not wish to repeat or review the 
history of dental education but if we are 
to study its future and indicate the way 
in which it may develop in any helpful 
fashion, we must consider some of the 
important influences which have shaped 
the course of its development and which 
determine the character of the profession 
as it exists today. 

Two major trends have been evident 
throughout the history of dentistry. Den- 
tal colleges as well as practitioners have 
tended to divide according to these two 
trends. Even in the early history of this 


supreme uncer- 





*Address given at the Seventy-fifth Anniversary 
Celebration of the Dental School of Temple Univer- 
sity, Philadelphia, May 25. 1938. Permission for 
publication given by Dr. E. R. Strayer, President 
of Alumni Society of Temple University Dental 
School. 
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country, dentistry was practiced by ivory 
turners, goldsmiths and umbrella mak- 
ers, and by men trained through short 
apprenticeships with dentists who knew 
nothing except technique,—and by men 





who were physicians or had _ taken 
courses in a medical school. Later the 
proprietary school strengthened the 


tendency to practice dentistry as a craft. 
Occasionally men appeared in dental 
education who appreciated the impor- 
tance of dentistry as a health service and 
the necessity for the dentist’s thorough 
knowledge of the fundamental sciences. 
But the brilliant development of the 
technical phase of dentistry monopolized 
the attention of most schools and most 
practitioners. It was not until 1910 that 
the complacency of American dentistry 
was rudely disturbed by the indictment 
of Sir William Hunter in his address 
at Montreal on The Role of Sepsis and 
Asepsis in Medicine. 

The effect of William Hunter’s dis- 
closures upon the public was greatly 
strengthened by the development of the 
theory of focal infection. The physician 
in his search for the origin and cause of 
systemic disease and infection insisted on 
the examination of the oral cavity, and 
people began to realize that while they 
might have had excellent technical serv- 
ice from their dentists, the relation of 
these operations to their general health 
had been overlooked. They began to 
demand that dental restorations be con- 
sidered not only from the standpoint of 
cosmetics and mechanics, but also from 














the standpoint of general health and 
well-being. 

I have said nothing about the in- 
crease in the amount and quality of pre- 
professional training and the rapid in- 
crease in the length of the professional 
course because as yet these have not had 
the effect on dental education that they 
should have had. Consideration of con- 
ditions and trends today may provide 
some basis for judgment with reference 
to future development. 

The ideas in regard to dental educa- 
tion may be placed in two groups: first, 
the practical or empirical, those who be- 
lieve that the function of dental educa- 
tion is to train dental operators to make 
dental restorations; second, the scientific, 
those who believe that the function of 
dental education is to train men to study 
and know diseases of the oral cavity and 
to use all possible methods of prevention 
and treatment of oral disease. The first 
is trade education; the second is medical 
education. 

One of the practices of the trade 
school which many colleges today find 
most difficult to overcome is the empha- 
sis placed upon numbers of units of clin- 
ical restorations in determining eligibil- 
ity for graduation. If, on the contrary, 
understanding, judgment, and quality 
are emphasized more and more in teach- 
ing, one exceedingly dangerous trend can 
be eliminated. I refer to the relation be- 
tween the practitioner and the techni- 
cian or the commercial dental laboratory. 
Too often the laboratory is called upon 
to tell the practitioner what to do and 
how to do it because the dentist distrusts 
his own ability to carry out certain tech- 
nical performances satisfactorily. The 
laboratory technician is often allowed to 
perform operations in the mouths of pa- 
tients which only the legally authorized 
individual, the qualified dentist, should 
do. It may be that this tendency is 
strengthened by the fact that in the den- 
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tal college these operations are taught 
largely upon an empirical basis and by 
men not well enough trained in the fun- 
damental sciences to teach them on a ra- 
tional basis. 

If dentists resort to the technical lab- 
oratory for the taking of impressions and 
even the placing of partial dentures, the 
situation which has long existed in Eng- 
land and Germany may develop in this 
country—the technician will insinuate 
himself further and further into the 
practice of dentistry until his service will 
be accepted by at least a part of the pop- 
ulation as quite as good as that of scien- 
tifically educated dentists. Further, the 
development of undesirable economic and 
political conditions may result as it has 
in some European countries in the recog- 
nition of technicians as practitioners of 
dentistry. This is a recognizable possible 
trend which dental colleges have in their 
power to prevent going further. 

There is a place for the dental lab- 
oratory under the direction of the quali- 
fied practitioner, and undoubtedly the 
use of the technician will greatly increase 
during the next seventy-five years. The 
technician must be under the intelligent 
supervision of the practitioner who not 
only knows well the technical side of 
dentistry but the physiological and path- 
ological connotations of operations in the 
mouth. 

Most dental colleges seem to have ac- 
cepted the thesis that dentistry is a 
health service and that its practitioners 
must be well-grounded in the fundamen- 
tal sciences. The report of the Curricu- 
lum Survey Committee for the Ameri- 
can Association of Dental Schools and 
its adoption by many dental colleges in- 
dicates that these institutions are increas- 
ing their entrance requirements and like- 
wise the number of hours spent in the 
scientific laboratory. But neither the in- 
troduction of increased entrance require- 
ments nor the curriculum proposed by 





338 


the Survey Committee has solved the 
problem of dental education. This cur- 
riculum was never intended to be a goal; 
it is a starting point. If there is a tend- 
ency on the part of any dental colleges 
to think otherwise, the trend in dental 
education will not be progressive, but 
retrogressive. 

I do not believe that we need fear this 
development. In the last few years there 
has appeared in several places an appeal 
for greater flexibility both in pre-profes- 
sional and professional training, and this, 
I believe, may be considered a trend that 
will develop in the next seventy-five 
years of dental education. It presents, 
however, many serious difficulties. In 
most dental schools today every student 
follows exactly the same curriculum, the 
same subjects and the same number of 
hours in each. If a great profession is 
to be developed, it is important that the 
student should have some choice and 
some ability to continue his work in the 
subject in which he is keenly interested 
and in which he shows marked ability. 
Only by encouraging these interests and 
abilities in the undergraduate students 
will practitioners be developed who will, 
after graduation, continue their study 
and make real contributions to the ad- 
vancement of the profession. The dis- 
covery and development of a man’s tal- 
ents is the most important function of 
education. Standardization, if carried 
too tar, can lead only to a frozen cur- 
riculum and a static and undeveloping 
profession. 

The introduction of more hours in the 
fundamental sciences into the dental cur- 
riculum, which has been encouraged by 
the Curriculum Survey Committee, does 
not insure that the colleges will produce 
graduates who can give their patients 
dental service which is superior to the 
graduate who has not had the same num- 
ber of hours. The preparation, teaching 
ability and attitude of the teachers of 
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the fundamental sciences toward denta: 
education to a large extent determine 
the student’s attitude toward the funda- 
mental sciences. In the past, teachers in 
these departments have not understood 
the place of dentistry in the health pro- 
gram, and their attitude toward teaching 
dental students has been a real prob- 
lem for the dental college. I should say 
that slowly but surely the teachers of 
the fundamental sciences are acquiring 
a new conception of dentistry and dental 
education, and the teaching of these sub- 
jects is tending to improve. 

The second essential change which 
will enable the dental student to utilize 
the hours spent in the laboratory in the 
service he will some day offer society, 
is appreciated by some dental colleges; 
that is, the correlation of the fundamen- 
tal sciences with clinical teaching. Un- 
less this is done, there is no justification 
for the fundamental sciences. And this 
cannot be done unless the teachers of 
clinical practice know anatomy, physi- 
ologial chemistry, physiology, bacteriol- 
ogy and pathology. Therefore there is a 
tendency in some colleges today to look 
for clinical instructors who are not only 
masters of dental technique, but who 
have done advanced work in one of the 
fundamental sciences or who in addition 
to the dental degree have the medical 
degree. This trend is, I believe, one of 
the most important in the development 
of practitioners who can meet the health 
needs of the public, and in the further- 
ance of other phases of dental education 
which are recognized by all dental edu- 
cators as most important. 

One of these phases to be studied is 
the investigation of growth and devel- 
opment of the physiology and pathology 
of the oral cavity and the teeth and of 
the relation of these factors to systemic 
conditions. The development of re- 
search has been of increasing interest in 
some dental colleges for a number of 

















years. Staff members well grounded in 
the fundamental sciences as well as in 
clinical practice can do much to arouse 
the interest of students in research and 
to incorporate in clinical practice the re- 
sults of research. There is a marked 
contrast in the way in which different 
types of research have been received by 
the colleges and by practitioners. The 
results of research on dental materials 
have been immediately applied in teach- 
ing and practice. The development of 
gold alloys adapted to various purposes 
in dental use, even the application of 
heat treatment in certain types of resto- 
rations, have found their place in teach- 
ing. The composition and manufacture 
of dental cements and amalgam have 
been evaluated and the results used. 

But the more fundamental accomplish- 
ments in research have remained an or- 
nament and have had very little effect 
upon diagnosis and treatment of the dis- 
eases of the oral cavity. A chapter in a 
recent text book on diagnosis and treat- 
ment planning, which discusses oral ex- 
amination, dwells at great length on the 
thoroughly systematic examination of 
all parts of the mouth and its contents, 
but there is little either in regard to the 
methods of obtaining an estimate of the 
activity or inactivity of caries, or of de- 
termining whether the patient is suscep- 
tible or immune to caries. At a recent 
dental meeting, in a lecture clinic on 
caries the essayist reviewed with great 
care and in excellent fashion the scien- 
tific investigation in regard to caries, 
and grouped these investigations accord- 
ing to the importance which they give 
to systemic or local conditions, and 
finally finished with a clear statement 
that at present the only method of treat- 
ing caries is that of filling teeth. 

The discovery of the germ theory of 
disease by Pasteur and Koch was un- 
doubtedly one of the greatest steps in 
the development of modern medicine. 
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‘The study of bacteriology has probably 
done more to improve the treatment of 
disease than any other one factor. 
Through this some of the most dire dis- 
eases of humanity have been practically 
eliminated. It was inevitable that in this 
development attention should first be 
concentrated upon the bacteria and their 
activity and that in the treatment of dis- 
ease the energy of the physician should 
be devoted to the destruction of the bac- 
teria and their elimination. Only com- 
paratively recently has attention been 
especially directed to the fact that the 
germ theory of disease is dependent upon 
two factors; the invading organism and 
the reaction of the host. Dick, in his 
study of scarlet fever showed that forty 
per cent of the patients studied were im- 
mune to the streptococcus of scarlet 
fever. Not only are there individual dif- 
ferences in susceptibility but clinicians 
have long observed that two patients 
infected with tuberculosis may follow 
markedly different clinical courses. Two 
children in the same family may be in- 
fected with measles or scarlet fever and 
the reaction be entirely different. 

‘The same variations appear in the dis- 
tribution of caries—both in different in- 
dividuals, and in the same individual at 
different periods of life. I know a per- 
son now past sixty-five, who during his 
life has had two acute attacks of caries, 
the first between eight and fourteen, 
masterfully treated by the filling of 
teeth; many of those restorations are in 
place today as beautiful as the day they 
were finished. The second attack oc- 
curred at the age of fifty-five and it was 
treated chiefly by extraction. There are 
other individuals who have been sus- 
ceptible to caries through their entire 
lives, whose teeth are so filled with 
restorations that little tooth tissue can be 
seen. I know a young woman of sixteen 
who for five or six years had not a sign 
of beginning caries. Suddenly in two or 
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three months she developed nineteen or 
twenty extensive cavities, destroying 
large amounts of tooth tissue. 

What is the basis of this variability ? 
It is the difference of the reaction of 
the host to the infecting organisms. 

The relation of immunity to diet has 
been the subject of much study and of 
many papers. Some of these studies have 
been made in an effort to prove that 
susceptibility to caries is occasioned by 
the faulty structure of the tooth; others 
that it arises from organic changes in the 
tooth itself. The research of today which 
seems to me most promising is based 
upon the premise that the environment 
of the tooth is the decisive factor which 
determines susceptibility or immunity to 
caries, and that an important factor in 
determining this environment is nutri- 
tion; but not nutrition in the limited 
sense of the kinds and the amounts of 
food taken. Nutrition is also dependent 
upon the ability of the individual to util- 
ize the food ingested, and upon the 
amount of physical, mental and emo- 
tional strain under which the individual 
labors at the time. 

A student of dental caries recently 
called my attention to the fact that five 
different men or groups of men in five 
different localities, working entirely in- 
dependently of each other but on the 
premise mentioned above, had shown by 
carefully conducted investigations, ade- 
quately controlled, that the incidence of 
dental caries could be reduced fifty to 
seventy-five per cent below the average 
in the general community. Imagine if 
five different investigators independently 
announced that the result of their study 
(all based upon the same premise) 
showed that the incidence of cancer 
could be reduced fifty to seventy-five 
per cent; what excitement it would 
create in the medical profession and in 
the lay newspapers But a large part of 
the dental profession still believes that 


the filling of teeth is the only method of 
fighting the most common disease of 
humanity—dental caries. This is be- 
cause many of the dental profession are 
not sufficiently well trained in medical 
fundamentals, in physiology and nutri- 
tion to recognize the importance of these 
findings and to know how to apply the 
results of scientific investigation. 
Medicine has long ago learned to 
change the reaction of the host to many 
infecting organisms and to treat dis- 
ease, not simply to repair the damage it 
causes. This can be done in dentistry 
and it will be done, but it will never be 
done by saying complacently that the 
filling of teeth is the only method of 
treating caries. The solution of the 
problem of caries is not so simple as 
the problem of scarlet fever, and it took 
some twenty-five years of continuous 
concentrated effort to solve the problem 
of scarlet fever. Progress in the direc- 
tion of prevention of caries will be one 
of the greatest attainments of dental ed- 
ucation in the next seventy-five years. 
There is another theory supported by 
the experiences of a few careful observ- 
ers who have directed their attention to 
growth and development of the child, 
which may contribute to the advance- 
ment of dentistry in the field of preven- 
tive medicine. The observations of these 
men tend to support the idea that the 
teeth of the perfectly healthy child do 
not decay, and that caries of the teeth 
is often the earliest symptom of devia- 
tion from the normal that ultimately is 
corroborated by other clinical signs of 
disease. A young man who had added 
to his dental training a medical degree, 
interneship in pediatrics and out-patient 
service in pediatrics in a hospital, after 
several years in the latter capacity, was 
told by one of his colleagues, a pediatri- 
cian on the staff, “I am just beginning 
to understand what you have been say- 
ing for several years. These children 














with badly decayed teeth and serious 
oral conditions are sick; after three to 
six months I find them reappearing on 
my service with definite clinical symp- 
toms of disease.” 

I will give you another instance which 
illustrates the possibility of contributions 
by dentistry to the early recognition of 
disease. Some years ago a small boy was 
brought to an orthodontist. After a care- 
ful examination the orthodontist told the 
mother that the child had the smallest 
temporary denture and the most unde- 
veloped jaws that he had ever seen, but 
that orthodontic treatment was not in- 
dicated at that time. He also said that 
from examination of the structure of the 
bone and the character of the developing 
tooth germs he believed that there was 
something seriously wrong with the 
boy’s general metabolism, and asked that 
the mother take the child to a pediatri- 
cian for a thorough examination. “The 
mother replied that the boy had been 
under the care of a very famous pediatri- 
cian ever since he was born. The ortho- 
dontist requested that she take the child 
again to the pediatrician for an exam- 
ination. The pediatrician looked at the 
boy, made a superficial examination and 
said: ‘““Why he is fine; there is nothing 
wrong with him; what the hell does a 
dentist know about metabolism any- 
how?” Less than three years afterwards 
the boy spent many months in bed in a 
hospital and underwent several surgical 
operations because all of the bones of 
his body had become so demineralized 
that his feet could not sustain his weight. 
Whether dentistry fills its opportunities 
in preventive medicine in the next sev- 
enty-five years will depend on whether 
the dental colleges produce dentists who 
are only well trained technicians or 
men well educated not only in technique 
but in the medical approach to all oral 
problems. 

In the last few years many schools 
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have introduced courses in clinical medi- 
cine into the dental curriculum. This 
constitutes a distinct trend in dental 
education. It has already had very evi- 
dent results. Many of the graduates of 
the last five or ten years from schools 
in which courses in medicine have been 
introduced are quite awake to the recog- 
nition of the cases in which the coopera- 
tion of the physician and the dentist is 
desirable and necessary. Many are quite 
capable of discussing the case intelli- 
gently with the physician. The details 
of the methods of accomplishing this re- 
sult are quite different in different 
schools and the best one has probably not 
yet been determined. This will require 
time and experience. 

It is strange that although the intro- 
duction of clinical medical subjects in- 
to the dental curriculum has broadened 
the dentist’s outlook and improved his 
recognition of oral manifestations of sys- 
temic disease, it has made as yet little 
change in the methods of treatment of 
dental disease. It is probable that some- 
thing different from what has yet been 
done will be necessary to make the den- 
tal student have a truly medical attitude 
toward problems in his own field. 

In the last ten years there has been 
a decrease in the number of dental stu- 
dents. This might be considered a trend. 
Some have thought that this has been 
caused by the increase in entrance re- 
quirements and the extension of the den- 
tal curriculum. It is probable that the 
cause lies elsewhere, not that the length 
of the training has been extended but 
that the quality and the character of the 
professional training has not improved 
proportionately. The young man_ look- 
ing forward to dental education today 
wants a professional education, not a 
trade education. When dental educa- 
tion has developed as it will, the class 
distinction between the medical student 
and the dental student will disappear. 
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‘The dental student so far as he is a 
student is a medical student. His field 
is concentrated on the oral cavity but 
this is only a part of and cannot be sep- 
arated from the body as a whole. As 
soon as it deserves such recognition, the 
dental profession will be held in the 
same esteem as the medical profession, 
and as it takes a larger role in the pres- 
ervation of the health and the well-being 
of the public, it will be recognized as a 
most important factor in preventive 
medicine. 

Advanced courses in preparation for 
the practice of specialties will be a most 
important development of the future. 
They are much discussed now. Certainly 
this development should proceed with 
university standards and under the di- 
rection and jurisdiction of the graduate 
faculty. 

A most potent factor in the next 
seventy-five years of dental education 
will be the general social and economic 
condition of the country. If the social 
and economic readjustments which have 
to be made and are certainly going to be 
made, are accompanied by violent up- 
heavals and long-continued periods of de- 
pression, the progress of the professions 
will be indefinitely delayed. The pro- 
fessions always suffer, indeed they are 
the first to sufter and suffer most 
severely in periods of economic and so- 
cial disturbances. Witness what has hap- 
pened to the professions in Germany 
today. 

In the past dentistry has been avail- 
able to only the privileged classes. Soci- 
ety is just beginning to recognize its re- 
sponsibility for the well-being of all of 
the people. The professions of medicine 
and dentistry have scarcely yet begun to 
realize that if they are to maintain their 
positions as professions, they and not 
someone else must assume the responsi- 
bility for the health and well-being of 
the entire population. How the profes- 
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sion reacts to this responsibility will have 
a great deal to do with what happens 
within the next seventy-five years of 
dental education. 

If the dental profession awakens and 
reacts seriously to the problem and un- 
dertakes with the cooperation of lay- 
men to find a solution, it will be the 
greatest stimuli in the development of 
dentistry that has ever occurred. If the 
problem is ever solved, it is certain that 
there will have to be some development 
in education on varying levels. There 
are over seven hundred thousand chil- 
dren in the public schools of Chicago. It 
would be absurd to suppose that we 
should require or ever could obtain 
enough dentists educated with two years 
of pre-professional training above the 
high school and at least four years of 
professional education to teach oral 
hygiene and make mouth examinations 
for these children, when a young woman 
with not more than two years of train- 
ing above the high school can do that 
work as well as it would be done by a 
graduate dentist. 

Just as the value of the nurse in the 
development of medicine has steadily in- 
creased, so will the importance of the 
dental hygienist in dental service be- 
come more evident as dentistry assumes 
its proper place in health service to soci- 
ety. This is only one example of 
changes in teaching and practice which 
the provision of health service to society 
as a whole will bring about. 

Dentistry has passed through many 
changes in its short history as a profes- 
sion. Dr. G. V. Black once said that 
when he opened his office in Jacksonville 
in the 60’s, an old practitioner told him 
that if his filling operations would pay 
his rent, his dentures would give him a 
nice professional income. But Dr. Black 
practiced in that office until the time ar- 
rived when he could say that his dentures 
paid his rent and his fillings gave him a 














nice income. It is possible that the time 
may come when a dentist may have a 
satisfactory income from his preventive 
treatments and that restorative work 
will pay his overhead. This possibility 
will be dependent upon the character of 
the dental education of the next seventy- 
five years. 

It has been said that the function of 
the dental profession will be to destroy 
itself. This is not true. Medicine has 
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found the giving of vaccines and innocu- 
lations pleasanter and more profitable 
than the treatment of small pox and ty- 
phoid fever, but the doctor is still nec- 
The same will be true of den- 
Whatever the developments in 
prevention, dentistry will always have 
the necessity for its beautiful technique. 


essary. 
tistry. 


808 S. Wood Street. 
Chicago, Illinois. 





THE GOLD INLAY AND ALLIED 
RESTORATIONS 


By Leo S. Sermpner, D.D.S. 


OBSERVATION has taught me that essay- 
ists are inclined to treat the subject of 
the gold inlay from the standpoint of 
generalities and, frequently, fail to stress 
or even mention points that offhand seem 
of little import. From a practical point 
of view, these seemingly minor details 
are too often underlying causes of fail- 
ure. Thus, it is my desire to present 
this subject from an entirely practical 
standpoint. If I can make clearer but 
one point in technique, that will tend to 
solve a problem encountered in daily 
practice, I shall feel well rewarded. 


Cavity PREPARATION 


No approach to the subject of the 
gold inlay and allied restorations can be 
regarded as intelligent without first giv- 
ing consideration to cavity preparation. 
Unfortunately, it can not be taken for 
granted that all operators are sufficiently 
acquainted with proper methods of cav- 
ity preparation for one of the outstand- 
ing causative factors of inlay failures is 


Presented at the North Side Branch of the Chi- 
e2go Dental Society, April 11, 1938. 





a lack of proper cavity preparation. 
Therefore, I will outline a method of 
cavity preparation (Figs. 1, 2, 3 & 4) 
which, in my hands, has proven efficient 
yet simple. I have found it a procedure 
less arduous for both patient and opera- 
tor, more accurate and much speedier 
than any other. 

The main bulk of enamel is removed 
from the proximal surface by cutting a 
slice with a safe-side carborundum disc. 
By this one action, the operator estab- 
lishes greater visibility, lessens the 
chances of injuring the adjacent tooth, 
creates a proximal outline of the cavity, 
and renders this surface more vulnerable 
to the subsequent action of a burr. 

A mesio-distal groove is created on the 
occlusal surface, penetrating to the dento- 
enamel junction, by means of a knife- 
edged mounted carborundum stone. This 
establishes a starting groove from which 
the occlusal box is extended bucco-ling- 
ually by first undermining the enamel at 
the dento-enamel junction with an in- 
verted cone burr followed by breaking 
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down all ‘overhanging enamel with a 
chisel. 

A somewhat similar procedure is fol- 
lowed on the proximal, first, by cutting 
a groove in the center of the slice with a 
small cross-cut fissure burr, second, by 
undermining the buccal and _ lingual 
walls close to the gingival, and third, 
by chipping the enamel with a chisel. 

Cross-cut fissure burrs are used to 
square the walls and establish the de- 
sired depth and width of the cavity. 

Cylindrical shaped stones are used to 
bevel the occlusal enamel margins and 
carbolite paper discs the proximal walls 
and enamel margins. 

While this outline of technical pro- 
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correct itself through the sublime inter- 
vention of some occult or mysterious 
source in the process of casting, while in 
every instance the reward for this fallacy 
is nothing but disappointment. The 
temptation among a great many opera- 
tors to repeat this experiment remains 
steadfast and with a lingering hope that 
at some time the miracle will happen. 
But, since such miracles never do hap- 
pen, it must be concluded that the price 
of success lies in painstaking efforts and 
in an intense desire for accuracy. 

The obtaining of an accurate wax pat- 
tern depends largely upon the quality of 
the wax employed, its manipulation, and 
the treatment accorded it in the process 





Fig. 
A. Incipient decay on mesial, distal and occlusal surfaces. Bb. 


preparation, slice completed. C. 
ridges. D. 


1, 
First step in cavity 


Mesio-distal groove extended through marginal 
Proximal groove placed at right angle to occlusal groove and extend- 


ing gingivally to gum line. 


cedure in cavity preparation is short it 
can be applied with variations to any 
cavity with assurance of success. 
IMPRESSIONS 

We cannot emphasize too emphatic- 
ally the importance of securing accurate 
impressions. 

Paradoxical as it may seem, there ap- 
pears to prevail an idea among many 
operators that a faulty impression will 


of making the pattern. ‘Too often the 
best efforts and the most skillful han- 
dling of the wax pattern are nullified by 
the unsuitability of the wax employed. 
Many inlay waxes on the market today 
are either too soft or too brittle. The 
most desirable inlay wax and the type 
recommended, must meet the following 
specifications : 


(1) It must be sufficiently soft to per- 

















mit an accurate impression, yet offer 
some resistance to pressure without too 
ready flow. 

(2) It must be of such consistency 
that it will remain constant under 
mouth pressure. 

(3) It must be of a contrasting color 
with tooth structure and sufficiently 
transparent for the distinction of pattern 
marginal overhangs. 

(4) It must not be too brittle or too 
soft, but of a consistency sufficiently 
elastic to permit burnishing of margins 
to a high state of fineness without los- 
ing molecular continuity, or when the 
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ness that will leave little marginal dress- 
ing of the casting to be done when seated 
within its cavity, other than the final 
dressing with very fine stones and paper 
discs. 

best ob- 
tained within a matrix filled with inlay 
wax, forced over the tooth and held un- 
der compression until cooled to mouth 
temperature. 

The carving of the wax pattern 
should then proceed cautiously. The 
carving instruments should consist of 
rounded surfaces that will permit shav- 
ing of the wax rather than cutting, and 


An accurate impression is 





Fig. 

Continuing the preparation shown in Fig. 1. A. 

walls. B. 

mal box completed and occlusal enamel undermined to correct width. 
walls broken down. 


pattern is withdrawn, will not present 
feathered or serated margins. 

One of the most common errors, as 
pertains to pattern making, consists of 
allowing undue overhangs 
based on the erroneous supposition that 
they can be eliminated after the casting 
has been made. 


marginal 


Practical experience 


teaches that cement margins will be the 
Thus, to 
avoid this common error, a finished wax 
pattern must present a state of complete- 


outcome of such a practice. 


Proximo-buccal wall completed and lingual wall undermined. C. 


9 

Undermined buccal and lingual 
Proxi- 
D. Occlusal 


at the same time, exercise a burnishing 
Explorer 
and loop type carvers (Fig. 5) will serve 
well in most instances. 


action upon the wax margin. 


PATTERN CARVING 

The carving of a wax pattern to ana- 
tomical form constitutes a fine art, and 
although we all cannot be artists in 
every phase of our endeavors we can be- 
come better artisans by constantly seek- 
ing to improve our efforts. 

One of the common errors, as pertains 
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to pattern carving, consists in following 
lines of false direction. For example; 
when carving the occlusal surface of a 
molar, one should at all times follow 
a mesio-distal direction rather than a 
bucco-lingual direction against the tooth 
margins. The first method constitutes a 
burnishing action, while the latter tends 
to expose the tooth margins. By using 





Fig. 3. 
Bevelling proximal walls with paper disc. 


one of the special explorer or loop type 
carving instruments, guiding in the di- 
rection just described, the point acts as 
the working part in carving the pattern, 
while the shank resting upon the remain- 
ing tooth structure, will inevitably, fol- 
low the anatomical lines described by 
the tooth. Where part of the buccal 
anatomy is to be restored, the carving 
should follow the lines of the occluso- 
gingival direction, or the long axis of 
the tooth, in which instance again, the 
shank of the carver will rest upon the 
remaining buccal wall, while the fore- 
part will shave and burnish the wax to 
the proximo-buccal margin. 

The importance of obtaining correct 
anatomical form in a restoration involv- 
ing buccal or lingual proximal plates 
cannot be over-emphasized. Many a per- 
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fect inlay restoration, as pertains to mar- 
ginal fit and adaptation, loses its value 
as a functional replacement and becomes 
a detriment to occlusion and tissue toler- 
ance because of faulty anatomy. Fail- 
ure to reproduce the lost part of a tooth 
in form and proportion causes trauma to 
the soft and bony tissues environing the 
tooth restored by permitting food im- 
paction and gum impingement. 

Sharp proximo-buccal or  proximo- 
lingual junctions must be avoided, par- 
ticularly when they adjoin a neighboring 
tooth. Fine linen strips, if passed 
through the contact and gently drawn 
over the margins, perform the double 
function of creating the graceful curve 
of the anatomy of the tooth that nature 





Fig. 4. 
Final beveling of occlusal walls with 
mounted carborundum stone to complete 


cavity preparation. 


intended and, at the same time, better 
marginal adaptation of the wax pattern. 
Gingival marginal adaptation and the 
removal of the wax overhang, on this 
part of the pattern, are also best accom- 
plished with linen strips. No pattern 
can be considered as finished until it is 
finely polished. To accomplish this end, 
a pellet of cotton held between the fin- 
gers or secured between the beaks of cot- 














ton pliers, is gently rubbed in a single 
direction toward the margins. When 
the pattern is finally withdrawn from 
its cavity seat, examination should prove 
that all scratches and sharp angular 
cuspal groove formations do not exist, 
and that all undue marginal overhangs 
have likewise been removed. 

The pattern, as previously stated, 
must present a state of completeness that 
will make unnecessary any grinding after 
it is finally transformed into the casting. 

In explanation of the rather emphatic 
expressions used in describing pattern 
carving, we hasten to re-state that they 
were prompted by our repeated observa- 
tions that many operators overlook or 
neglect details that offhand seem neglig- 
ible but in reality are all important. This 
is particularly true regarding marginal 
overhangs and the assumption that they 
can be corrected in the casting. 


CEMENT MaArGIns—CAUSES 


Any attempt to remove excess mar- 
ginal overhangs in the casting, by grind- 
ing upon the tooth, results in destruction 
of the tooth surface and produces ce- 
ment margins. A possible explanation is 
that the marginal overhang prevents de- 
tection of discrepancies in fit and adapta- 
tion of the wax pattern at the cavo-sur- 
face angles. 

Many dentists have had the experience 
of inserting an inlay that gave every 
instance of being well adapted, only to 
find that in a comparatively short time 
it had imperfect margins. Investigation 
has shown that in a majority of these 
cases the tooth had been subjected to ex- 
cessive grinding in an attempt to remove 
a marginal overhang in the casting. This 
excessive grinding of the inlay margin, 
while at rest in the tooth cavity, caused 
a sharpening of the cavity margins and 
a thinning of the enamel rods resulting 
in weakened rods which gave way before 
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normal masticating stress and thus pro- 
duced the leaking margins. 


TREATMENT OF WAX PATTERN 


The wax pattern, when finally with- 
drawn from the tooth, is sprued and 
made ready for investing by washing 
with tincture of green soap to remove 
all debris such as saliva or blood. The 


‘matter of investing the pattern has been 


so simplified of late that a detailed dis- 
cussion of any given process is uncalled 
for. It is sufficient to point out that it 
is necessary to use an investment that 
will expand sufficiently to compensate 
for the shrinkage of the gold and the 
variables in the wax used. It is well to 
add that rough castings, a cause of many 
ill-fitting inlays, can be ascribed to either 
unclean patterns, too rapid wax elimina- 
tion, overheating of the mold or over- 
heating of the gold prior to casting. 
CASTING 

Several points relative to casting are 
emphasized as they have proven of in- 
estimable value to your essayist. 

The burning out process should consist 
of three heat stages; low, medium, and 
high. 

Proper casting time has arrived when 
ring and investment have assumed a 
cherry red color. 

The use of unclean and contaminated 
gold should be avoided. A residue but- 
ton from which more than two castings 
have been made is unfit for further use 
unless purified. Metal that has not been 
cleansed of surface impurities will pro- 
duce a rough and porous casting. 

A simple method of purifying gold 
consists of melting the residue metal on 
a charcoal block with a brush flame, 
sprinkling the molten metal with equal 
parts of borax and potassium nitrate and 
repeating the operation until a clean, 
shiny surface is attained. The gold is 
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then allowed to solidify and immersed in 
hydrochloric acid. 
PLUNGING TIME 

There is a difference of opinion as to 
the correct plunging time of the casting. 
Some hold that the immediate plunging 
in water of the mold after casting pro- 
duces no harmful effect on the metal. 
However, I am convinced that this pro- 
cedure brings about an arrest in the 
orderly molecular arrangement of the 
metal giving it a loose porous texture 
lacking in essential density and temper. 
It is suggested that, after casting, three 
to five minutes be allowed for the proper 
setting or solidifying of the metal before 
plunging into cold water. This will as- 














Special explorer and loop type double 
inlay carvers. 


sure a smooth and dense casting, prop- 
erly tempered and easy to clean. 


FINISHING AND POLISHING 


All finishing or final dressing of the 
inlay such as adjustment of contact point 
and occlusion should be accomplished 
with fine stones and discs before cement- 
ation. 

The best polishing results are obtained 
after cementation by revolving a straight 
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handpiece cleaning brush dipped in a 
paste made of Bon Ami powder and 
water, flavored with some pleasant tast- 
ing mouth wash. The brush is superior 
to a felt wheel and will not destroy any 
of the delicate markings originally 
carved into the inlay. The household 
commodity, Bon Ami, is a splendid pol- 
ishing medium and chemical analysis by 
reputable laboratories have proved this 
product to be harmless to the tissues of 
the mouth. 


ALLIED RESTORATIONS 


The direct method of obtaining wax 
patterns has been advocated for most in- 
lays but when dealing with three-quarter 
crowns the indirect method is preferred 
while the method of choice for full 
crowns is the indirect-direct. 

However, your essayist realizes that 
many fine results can be obtained with 
any or all of these methods and that the 
matter of choice lies entirely with the 
individual skill of each operator. There 
is no quarrel over the technic employed 
if the results obtained are satisfactory. 


THREE-QUARTER CROWNS 


As in the case of the inlay, the prepa- 
ration of the tooth for the reception of a 
three-quarter crown is of first impor- 
tance. Outstanding points to remember 
are that the mesial and distal retention 
grooves must be parallel with each other 
and that the preparation must be free 
from undercuts. Care must be taken to 
provide a definite line of gingival de- 
marcation to which the pattern can be 
outlined and the casting fitted. 

A common error in retention consists 
in locating the proximal grooves in the 
center of the proximal surfaces. In 
making a three-quarter preparation for 
a cuspid or bi-cuspid these retention 
grooves should be placed as close to the 





1. Seidner, Leo S., Technique for Gold Inlays 
Dental Digest, V. 38, No. 6, p. 219. 
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labial or buccal plate as possible to pro- 
vide a maximum of resistance to dis- 
lodgment. 


IMPRESSION OF PREPARATION 


A copper tube, selected to fit the case, 
is trimmed and contoured to permit 
ready withdrawal from the natural un- 
dercuts (bell-shape) of the buccal and 
lingual surfaces. Within this tube, an 
impression of the preparation is obtained 
in impression compound, carefully with- 
drawn to avoid distortion, cleansed, and 
examined for discrepancies. A model is 
poured of high heat, expanding, invest- 
ment material, allowed to set, and sepa- 
rated from the impression by dipping in 
hot water. Softening the impression 
compound in this manner is preferable 
to the use of dry heat since dry heat 
melts the compound too rapidly, permit- 
ting a film of the compound to adhere to 
the model in a manner difficult to dis- 


lodge. 


WAXING THE PATTERN 


Flow inlay wax directly into the 
model with a hot spatula, carve to ana- 
tomical form, sprue in the usual manner, 
invest, and cast directly to the model. 

Personal preferance for this method, 
in the case of three-quarter crowns, is 
attributed to the fact that the wax pat- 
tern is extremely frail and readily sus- 
ceptible to distortion if returned to the 
mouth for final adaptation and carving. 

This type of casting requires less com- 
pensation for wax variables and gold 
shrinkage than a regular inlay. There- 
fore, it is advisable to cast in a cooler 
mold than cherry red. 


Fuitt Cast Crowns 


To obtain the most satisfactory results 
in constructing a full cast crown I em- 
ploy the indirect-direct method as fol- 
lows: 
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Obtain a model in high heat expand- 
ing investment material from a com- 
pound impression of the prepared tooth. 
Adapt to the model a thimble of 40 or 
+2 gauge sheet wax to serve as a base. 
Flow inlay wax over the thimble and 
carve to approximate anatomical form. 
Remove the pattern from the model and 
place on the tooth in the mouth. Check 
the occlusion, alignment and anatomy. 
Sprue the pattern, invest and cast in a 
cherry red mold. 

Maximum expansion of investing ma- 
terial is required for this type of casting. 
Investment material is used for the 
model instead of metal since most metals 
shrink in the course of setting while high 
heat inlay investment materials have a 
definite setting expansion. 

Perhaps it is unnecessary to stress the 
advantages of the full cast crown over 
that of the old fashioned, contoured 
band, swadged cusp type, yet many of 
the latter are still being made. One 
point as evidence that the full cast crown 
is superior. Unless the tooth is pre- 
pared in a manner that is indicated for 
any type of full crown the cast crown 
will not go to place while the banded 
crown can be bent or sprung to place 
over most any kind of slip-shod prepara- 
tion. 

CONCLUSION 


As a concluding thought, I 
this message. 


leave 
There are no short cuts 
Skill and dexterity are but 
the results of constant attention to de- 
tails and a steadfast determination to al- 
low no failure to cause discouragement. 
No matter how great the monetary re- 
muneration for any dental service may 
be it cannot possibly be compared to the 
thrill and gratification of a piece of work 
well done. 


to success. 


30 North Michigan Ave., 
Chicago, Illinois. 
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TREATMENT OF PYORRHEA 


By James S. Crark, D.D.S. 


As an introduction to a discussion of 
periodontoclasia or so-called “pyorrhea,” 
it is well that the first step be a clear 
conception of the conditions that are to 
be dealt with. A pocket may be defined 
as consisting of two surfaces; the ce- 
mentum of the tooth root on one hand, 
and on the other, the detached soft tis- 
sue, with a more or less intact epithelial 
covering. The underlying connective tis- 
sues show evidences of round cell infil- 
tration of inflammatory elements, in a 
greater or lesser degree. Add to this 
the epithelial proliferation on the sur- 
face of the root in advance of the devel- 
oping pocket, plus the resorption of the 
adjoining bone in the area of infiltrated 
tissue and the picture of the condition 
that it to be treated should be fairly 
clear. 


Pyorrhea, undoubtedly, is an age old 
disease and, as a consequence, must have 
received treatments of one sort or an- 
other prior to the times of recorded his- 
tory. It is known that teeth have had 
to be extracted since the beginning of 
man and it is reasonable to suspect that 
a goodly number of these were removed 
because of pyorrhea pockets. Even to- 
day, many cases of pyorrhea are cured by 
the elimination of the hard surface side 
of the pocket; namely, by the extraction 
of the tooth. 

In 1757 Bourdet recognized the evils 
of pyorrhea and attempted to eliminate 
the pocket by means of surgery. This is 
the earliest record of surgery in this con- 


Presented at the 73rd Annual Meeting of the Illi- 
nois State Dental Society, Springfield, Illinois, May 
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nection, and Bourdet, with his “cervical 
cautery” and “V-section” instituted the 
basis of modern day treatment. In other 
words, he recognized the fact, that in 
order to control pyorrhea, either the soft 
tissue side or the hard root surface side 
of the pocket had to be eliminated, and 
used some phase of surgery to accomplish 
his purpose. 

Up to and even beyond the time of 
Bourdet salivary calculus was consid- 
ered the only cause of pyorrhea. This 
belief was quite steadfast until the lat- 
ter part of the 19th century when other 
theories were propounded. It can be 
seen then, that with the idea that saliv- 
ary calculus was the lone cause, the only 
treatment considered by the majority of 
dentists was that of scaling. Prior to 
1875 the disease was known as “scorbu- 
tus of the gums” but for many years 
thereafter was called “Rigg’s Disease,” 
in recognition of the outstanding peri- 
odontist of the time. However, as 
Rigg’s main contribution to the disease 
was the treatment of it, the name lost 
favor; and with the rebellion against the 
name and presumably the man, the study 
of pyorrhea received an impetus that 
relegated salivary calculus to a minor 
part in the picture of pyorrhea. 

With the fading of salivary calculus 
as a Cause, a number of other etiologic 
items came into prominence, among them 
being serumal calculus, micro-organisms, 
gout, and the deposits of uric acid. In 
all, the study of pyorrhea progressed 
with leaps and bounds. During these 
times there were two or three types of 
treatment in vogue. Aside from the rec- 














Significance of Surgery 


ognized scaling of the teeth, there was 
surgery, practiced in the form of cau- 
tery—mechanical and  chemical—and 
gum resections. 

Returning now to present day con- 
cepts of the disease, a very different pic- 
ture is seen regarding salivary calculus. 
It is laid down on the teeth in a position 
at right angles to the long axis of the 
tooth, and as a result, the tissue is de- 
stroyed at right angles to the long axis 
of the tooth as well. In other words, 
the salivary calculus, as a lone worker, 
has eliminated any tendency toward a 
pocket and in reality has accomplished a 
surgical operation. Moreover, if the 
salivary calculus was all that had to 
be contended with, the task would be 
simple because it is quite easy to remove 
and the attendant gingivitis usually 
clears of its own accord. But not so 
with its brother, serumal calculus. Here 
is recognized one of dentistry’s worst 
enemies and a hard one to eradicate. 
True, serumal calculus is not considered 
as an etiologic factor in the initial cause 
of pyorrhea, but it is certainly instru- 
mental in continuing the condition. Un- 
like salivary calculus that is laid down 
at right angles to the long axis of the 
tooth, serumal calculus is laid down par- 
allel to the long axis; and as injury 
succeeds injury, it progresses apically 
and with it the peridental attachment, 
which, in the eyes of the periodontist, is 
the life line of the tooth. 

It was mentioned that serumal calcu- 
lus is not considered as an etiologic fac- 
tor in the initial cause of pyorrhea but 
is usually found wherever there is a 
pocket present. If serumal calculus is 
studied and defined, it will be found that 
it is laid down on the tooth surface be- 
neath the free margin of the gingivae 
and has its inception from the serous 
exudate of the blood stream. In order 
for the serum to exude there must be 
a break in the lining of the epithelium 
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of the crevice. Thus, the etiologic fac- 
tor evolves into an injury that will 
cause the break in the epithelium and 
allow the serous exudate to invade the 
crevice, and with the aid of micro-organ- 
isms, harden to form a scale of serumal 
calculus which, if unattended, will con- 
tinue the injury and result in a con- 
tinual formation of calculus. 

Up to this point no attempt has been 
made to advance any of the theories re- 
garding the cause of pericementitis, ex- 
cept that the usual start of a pyorrhea 
pocket is from an injury. This initial 
injury may be caused in a number of 
ways, some of which are mechanical, 
some chemical, some pathologic and some 
systemic, but regardless of the mode of 
inception, the problem is to deal with 
the injury and its effects on the soft 
tissues of the teeth. True, the orig- 
inal cause must be eliminated, but its 
elimination alone will not establish the 
desired control if pockets of any consid- 
erable depth exist. So, rather than be 
burdened with a discussion of theories, 
let it be sufficient that there is a pyorrhea 
pocket or, at least, a potential pocket, 
and the task is to gain control of it after 
the initial cause of the injury has been 
eliminated. 

To repeat again, at the outset there 
is an injury to the gingivae which causes 
an inflammatory reaction in the under- 
lying soft tissues. This injury may have 
originated in the crevice or on the outer 
surface of the gingivae. If in the crev- 
ice, the pyorrhea process may be said to 
have started, but if on the outside tissue, 
there are only symptoms of inflammation 
present and all that is needed to cause 
a break in the crevicular epithelium or 
a small amount of detachment is a nor- 
mal degree of further injury. In either 
case, there is a “marginal gingivitis” or, 
as Gottlieb says, “Schmutzpyorrhoe.” A 
recognition of the condition where the 
underlying tissues, which on microscopic 
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examination would show some evidences 
of the round cell infiltration, is quite im- 
portant. If a case is properly diagnosed 
and treated in its inception, the work 
involved and the injury sustained will 
be slight. It is frequently found that a 
thorough scaling is sufficient to gain con- 
trol. However, if the injury has been 
so severe that a scaling alone will not 
s often found, systemic, 


suffice, or, as 
pathologic, or hygienic conditions are 
such that further aid must be given, then 
the use of an astringent pack, a local 
fixative, or thorough irrigation should 
be utilized to gain control. The patient 
should never be dismissed with only a 
scaling but should be recalled from four 
to six days later for additional examina- 
tion and treatment and be advised as to 
the proper home care. In this latter re- 
spect, the proper techniques of brushing 
and the use of dental floss or interdental 
stimulators should be taught the patient. 

At this point the value of post-oper- 
ative care on the part of the patient as 
well as the dentist is emphasized. It 
must be remembered that the only ab- 
solute cure for pyorrhea is that ob- 
tained by extracting the tooth. In all 
other instances a control is effected, but 
to maintain that control, constant care 
must be instituted until those teeth pri- 
marily affected are lost. This must not 
be misconstrued to mean that the end 
result of a case of pyorrhea is extrac- 
tion, but it does mean that the case is 
not cured when control is obtained. Such 
cases are always subject to a recurrence. 
Thus, in order to guard against recur- 
rence, a careful system of check-up and 
diligent patient care must be exercised. 
No matter what the extent of the treat- 
ment has been, the objective should al- 
ways be the establishment and main- 
“zerocrevice.” 


tenance of the so-called 

In the initial definition it was inti- 
mated that a pyorrhea pocket was a pro- 
gressive affair, and so, after the initial 
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injury and its attendant inflammation, 
if it is untreated, the condition pro- 
gresses from a simple ginigivitis to a 
pericementitis, which in turn, evolves to 
a more advanced case with suppuration 
present. 

The case of a simple marginal gingi- 
vitis is considered for the most part as 
an infiltration of inflammatory elements 
with little or no detachment. With such 
a condition a good prophylaxis is sufh- 
cient to gain control. Zeal should be 
suppressed in these cases, for the pres- 
ence of a highly inflamed gingivae is 
apt to encourage the use of other forms 
of treatment. Undoubtedly, more harm 
is done and more irritation and inflam- 
mation set up if the tissue is eliminated 
than if the tooth is just scaled, and Na- 
ture allowed to accomplish the recov- 
ery. However, it may be that systemic 
factors enter into the picture and the 
expected recovery does not take place. 
In such a case, procedures following con- 
servative lines have proved the right to 
adjust Nature’s shortcomings. 

Following the progression of the 
case, a change may be noted that brings 
it from a simple ginigivitis into a more 
advanced case. Here there is a definite 
detachment and, as the injury within 
the crevice increases, the lining epithe- 
lium is not longer intact. There is a 
proliferation of epithelium along the sur- 
face of the root in advance of the de- 
veloping pocket and the round cell infil- 
tration of inflammatory elements in the 
underlying soft tissues becomes more 
pronounced. This condition has its ef- 
fect on the alveolar bone at this point 
and the crest begins to resorb. The clin- 
ical picture of a case of this magnitude 
might still be representative of the sim- 
ple gingivitis, but, if the crevices are ex- 
plored it will be found that the pocket 
depths have increased 
amounts of 
present. 
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The treatment here is still largely de- 
pendent on the resistance and recuper- 
ative power of the tissue. In some in- 
stances, with a thorough scaling and, 
possibly, attendant astringent packs, the 
crevicular epithelium will heal com- 
pletely, the inflammation will subside, 
and the crest and body of the gingivae 
will seemingly resorb to produce a re- 
cession, which will eliminate the pocket 
that once prevailed. 

It will be noted that no mention has 
been made of the part that the patient 
might play in producing control. It 
should be understood that, in almost all 
cases, if the patient is non-cooperative, 
the dentist as well as the patient is being 
deceived until the time when full den- 
tures will become a practical procedure. 
However, if good patient cooperation 
can be obtained, the task will be simpli- 
fied to a great degree. 

So, in the case at hand, assumed that 
the prophylaxis has been completed, 
astringent packs applied, patient cooper- 
ation received, and inflammation re- 
duced as much as possible, but a pocket 
still persists, then some form of surgical 
treatment should be instituted. The pref- 
erence of surgical treatment should be 
based on one principle—that of elim- 
inating the soft tissue side of the pocket 
and establishing a zero crevice or what 
might be termed “‘a physiologic level for 
the case at hand.’”’ What may be deemed 
best by one operator may be useless in 
the hands of another. 

Some of the forms of surgical treat- 
ment that might be utilized are: surgical 
packs, electro-coagulation, chemical or 
electrical cautery, curettage, and gingi- 
vectomy. The latter method might be 


a bit severe in the early stages, but, in 
the hands of a competent operator, will 
obtain the desired result with no more 
trauma than would the other methods 
suggested. Mention of the more radical 
surgical methods is omitted here because 
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it is felt that they are uncalled for in 
the case under consideration, but may be 
fully justified at a later stage. 

A slightly more advanced stage is now 
considered. In the previous one there 
Was no mention of suppuration, but now 
it has progressed to a point where traces 
of pus, together with food debris and cal- 
culus, are found in the pockets. The de- 
tachment has progressed several milli- 
meters farther apically and, conse- 
quently, the inflammation is deeper and 
the bone resorption more extensive. The 
overlying tissue may or may not show 
definite signs of inflammation, depending 
largely on the resistance of the tissue 
and the care given by the patient. In 
cases where there is little resistance and 
consequently more inflammation, the 
areas involved are quite pronounced and 
unmistakable. On the other hand, if 
the resistance is greater and is com- 
bined with good mouth hygiene, the sur- 
face inflammation is not as apparent and 
at a cursory glance seems normal. How- 
ever, if the pockets are explored, the ex- 
tent of the destruction will be realized, 
and when the gums are massaged pus 
can usually be forced from the pocket. 

When the case has reached this stage 
of destruction, all thoughts of preventive 
treatment should be forgotten and a plan 
of operative procedure instituted. In all 
likelihood, the pyorrhea will not be con- 
fined to a single tooth but will include 
several teeth in the vicinity. Regardless 
of the extent, the teeth should be thor- 
oughly scaled to reduce as much of the 
inflammation as possible in preparation 
for the treatment that should follow in 
three to four days. Again, the treat- 
ment should be one that will eliminate 
the soft tissue side of the pocket but, 
in this instance, should be well under 
the operator’s control. Procedures such 
as packs and chemical cauteries are not 
as positive as those of coagulation and 
surgery and thus would not be as de- 
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sirable because of the risk of increasing 
the detachment. 

The distinction between the above- 
mentioned case and that of a chronic 
case is the matter of time and the amount 
of destruction. The inflammation will 
be more deep seated and will not likely 
manifest itself on the outside surface of 
the gingivae. The granulation tissue 
that supplants the normal connective tis- 
sue will tend to become more fibrous. 
The pockets are deeper and there is a 
greater tendency toward the retention of 
pus and the subsequent absorption of 
toxic products into the system. As a 
sequel to this there may be the forma- 
tion of lateral abscesses, the teeth may 
become tender to percussion, and be- 
cause of the resultant pericementitis the 
teeth may become loosened. 

The degree of pathology present in 
the chronic stage makes it imperative 
that radiographs be available before a 
definite diagnosis is arrived at. The di- 
agnosis from the basis of clinical find- 
ings or radiographic findings separately 
should not be relied upon. The coordi- 
nation of clinical with radiographic 
findings will enable a more accurate 
diagnosis for, in many cases, if the pocket 
depth is judged from the radiograph 
alone, the amount of detachment will be 
exaggerated. This is because the loss 
of the calcific material in the bone often 
precedes the total resorption and, where 
the radiograph may show the absence 
of hard bony structure, the matrix will 
still be intact and capable of being re- 
built. The detachment will actually be 
much less than appears radiographically 
and, oftentimes, a tooth that seems hope- 
less may still prove useful. On the other 
hand, our radiographic findings may not 
show the true depth of the pocket for 
occasionally we find a detachment over 
which the shadow of the tooth is super- 
imposed. Such detachments usually oc- 
cur on the buccal, labial or lingual aspect 
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ot the tooth and, unless a careful clin- 
ical examination is made, they will go 
undetected. All in all, definite conclu- 
sions should not be reached until every 
available diagnostic aid has been em- 
ployed. 

The problem of treatment in a 
chronic case is complicated by the irregu- 
larities that have been mentioned. ‘The 
bone level is not constant throughout 
any area or around any individual tooth 
or septal space. Consequently, as was 
stated previously, the type of treatment 
employed has to be one that can be pre- 
cisely controlled, and should be as man- 
ual as possible. In this respect, the true 
surgical methods will be better than 
those that depend on chemicals, cauteries, 
and coagulants. Manual surgical meth- 
ods will allow for the removal of all the 
granulation tissue at the time of opera- 
tion, while other methods may necessi- 
tate repeating the procedures several 
times and thus prolong the inflammation 
and irritation that necessarily follows all 
elimination of the soft tissue. Many 
times, in cases where there is consider- 
able irregularity in the pocket depths 
and bone level, healthy tissue must be 
removed in order to obtain and establish 
the desired esthetics and functional line 
of attachment. 

Cases in which pocket depths extend 
to the point where less than one-half of 
the root of the tooth is attached to bone 
or bifurcations of roots are exposed, are 
not to be considered for treatment but 
should be eliminated by extracting the 
tooth. 

In summarizing this discussion, the 
following statements may be made: 

1. The slightest injuries that manifest 
themselves should be subjected to dili- 
gent preventive and prophylactic meas- 
ures. 

2. The more conservative surgical 
methods of treatment should be utilized 
in cases that do not respond primarily to 











prophylactic measures to give physio- 
logic reactions. 

3. In chronic cases, because of the 
many irregularities present and because 
of the more positive control that can be 
administered with manual surgery, this 
type of treatment should be preferred. 

4+. Since pyorrhea is a progressive dis- 
ease, the treatment should be as progres- 
sive as the condition that is to be cor- 
rected and should be adapted to that 
state of progress. 

5. Success in all treatments is con- 
tingent on patient care and physiologic 
reactions. 
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6. The ultimate objective of all 
treatments the elimination of the 
pockets—ideally, from the soft tissue 
side to the point where esthetic and func- 
tional demands will be met and a con- 


trol of dental health maintained. 


1S 


7. If the progress of a case reaches 
the point where the end result will not 
meet functional demands and will de- 
stroy too much tissue, so that satisfac- 
tory residual alveolar ridges would not 
be left after extraction, then, the teeth 
should be eliminated without 
tempt at treatment. 


any at- 





*GENERAL ASSISTANCE ¢ 





LOW-FUSING 
Submitted by Wm. P. 


It is claimed that only about five per 
cent of dentists do any porcelain inlay 
work at all. And still, day in and day 
out, the sixty thousand dentists of the 
United States are called upon to take 
care of gingival third and proximal cav- 
ities in the anterior teeth. We all know 
that most of these cavities are being 
filled with silicate cements. A _ small 
percentage of gold foil and gold inlays 
is placed, and a still smaller percentage 
of porcelain inlays is used. 

Most dentists admit that they are not 
satisfied with silicate cement filling ma- 
terials. Why then are silicates used so 
extensively? It would seem that only 
two things have made silicates as popu- 
lar as they are: First, an incorrect no- 
tion on the part of many operators that 
the manipulation of baked porcelain is 
a terrifically difficult task. Secondly, 
this notion has led many men to believe 





PORCELAIN INLAYS 


SCHOEN, JrR., D.D.S. 


that if porcelain inlays are so difficult 
to make, the patient must be charged 
exorbitantly for them. With the eco- 
nomic situation what it has been for 
the last several years, these men argue 
that they could not get the proper fee. 
A statement made by Dr. Nye Good- 
man,’ well-known porcelain inlay man 
from Los Angeles, might be apropos 
here. He says: “So intent are many men 
today on reproducing the natural ap- 
pearance of the human tooth, regard- 
less of permanency or the effect on 
the health of the tooth, that they are 
virtually digging their professional 
graves with an agate spatulate and a cel- 
luloid strip.” 


It is a myth to say that baked por- 
celain work is too difficult to make it 


1. Goodman, Nye W.: The Porcelain Inlay; 
Direct’ Technic, Jour. A. D. A., V. 23, N. 6, P. 
1045. 
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practical for every dentist to use. Baked 
porcelain work is not so difficult as it is 
exacting and precise—but, for that mat- 
ter, so is every other procedure in den- 
tistry exacting and precise. If an oper- 
ator is capable of inserting a good multi- 
surface gold inlay, then he is surely capa- 
ble of manipulating the baked porcelain 
inlay. 

With the advent of low-fusing por- 
celain and the direct method to be here 
outlined, several steps in porcelain inlay 
manipulation have been eliminated, thus 
cutting down the necessary laboratory 
time. Also, the original outlay for lab- 
oratory equipment to do low-fusing por- 
celain is considerably less than for high- 
fusing equipment. 

Baked porcelain inlays are indicated in 
a number of locations and operative sit- 
uations. In this paper space allows the 
mention of the one most common indica- 
tion, gingival third cavities in the an- 
terior teeth. If an operator constructs 
no other porcelain inlays than these, he 
will be doing himself and his patients 
a great service. 

The method illustrated here involves 
the use of low-fusing porcelain baked 
directly in a model. This method elim- 
inates the construction of an amalgam 
die and the burnishing of a platinum 
matrix. For this reason it is consider- 
ably simpler and more time-saving than 
the high-fusing method. Also, because 
of the elimination of the platinum mat- 
rix, there is no more discrepancy between 
the cavity and the inlay than there is in 
gold inlay work. 


Cavity PREPARATION 


The preparation of the gingival third 
cavity is comparatively simple. In gen- 
eral, the cavity outline should be an 
ovoid as in drawing No. 1. Sharp 
angles in the outline form are to be 
avoided. Where it is possible, such a 
cavity should have some depth to help 
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in retention; however, undue depth is 
not necessary, and a retention method 
will be described later to explain this. 
The cavity seat should be flat, or 
slightly convex to conform to the con- 
vexity of the surface of the tooth as 
shown in diagram 2 and 10. The walls 
should be nearly parallel but with a 
slight divergence to allow for pattern 
withdrawal. Such a cavity is prepared 
with burs and finished with sharp chisels 
and hoes. 
IMPRESSION 


Either compound or wax may be used 
to take the impression, with the pref- 
erence on compound. The following 
technique simplifies such impressions. 
Use a half inch from a round stick of 
compound as it comes from the manu- 
facturer, or prepare such a stick. Soften 
one end of this in the direct flame and 
point it up with moistened fingers to 
approximately the size of the cavity as 
in figure 3. Chill this point in cold 
water. Pass just the tip of the com- 
pound back through the flame and im- 
mediately force it to place in the cavity. 
Only the outside of the compound is soft 
and the inner, semi-soft material acts as 
a plunger to force the soft compound to 
place. The result is a sharp impression. 
Chill and remove it. Heat an old bur 
and attach it to the base of the com- 
pound. The impression now is sprued 
as in drawing 4. 

Dit CoNnsTRUCTION 

Here the technique differs from that 
for high-fusing porcelain. Instead of 
constructing an amalgam die, make a die 
of heat-resisting material in which the 
low-fusing porcelain will be baked di- 
rectly. The material used is Ransom 
and Randolph’s Porcelain Investment, 
an investment made specifically for this 
purpose. There are other such mate- 
rials on the market. Before mixing the 
investment, take a strip of plastine or 
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ordinary modeling clay that children use, 
about one-half inch thick, and punch a 
hole through it with a pencil or the round 
handle of an instrument as shown in 
Number 6. Mix the porcelain invest- 
ment with water on a glass slab to a 
rather heavy consistency. With a por- 
celain carver place a small amount of 
this investment on the apron of the com- 
pound impression as illustrated in draw- 
ing 5. Vibrate with the serrated handle 
from the opposite side as shown. Repeat 
until the surface of the pattern is cov- 
ered with investment. Fill the cylinder 
which you have previously made in the 
clay with the investment also and invert 
the covered pattern on top of this mix as 
shown in drawing 7. Allow to harden 
for about twenty minutes and separate. 
This gives a die of the porcelain invest- 
ment material with the inlay cavity in 
the top of it as shown in figure 8. 


PREPARING THE DIE 


As both the die and the porcelain are 
almost white in color, it is helpful to 
tint the cavity margins on the die before 
applying the porcelain. Either tincture 
of cudbear or methylene blue may be 
used for this purpose. Both will burn 
out in the firing procedure without stain- 
ing the porcelain. A very small amount 
of either stain is painted on the margins 
of the cavity. The die is now placed 
standing upright, in a small amount of 
distilled water in a dappen dish, until it 
has become completely saturated. This is 
a better procedure than to submerge the 
whole die in water. 


APPLYING PORCELAIN 


A matrix retainer, such as an Ivory, 
is fastened around the base of the die, 
as shown in figure 8, to act as a handle. 
Most porcelains which fuse at under two 
thousand degrees may be used, as the 
die material will withstand a heat of 
two thousand degrees. 


Low-fusing por- 
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celain of the correct color is mixed with 
distilled water to a thick-cream con- 
sistency on a glass slab. A tiny drop of 
this mix is placed on the floor of the 
cavity with the carver. The one pre- 
caution is to keep the wet porcelain off 
the margins of the cavity. 

With low-fusing porcelain and _ this 
method, it seems best to construct inlays 
in at least three bakes. The first applica- 
tion of porcelain should just cover the 
floor of the cavity to a depth of about 
one millimeter. Now, using the serrated 
handle of the porcelain carver, vibrate 
the porcelain thoroughly to place by 
rasping back and forth on the handle of 
the matrix retainer. Low-fusing porce- 
lain tends to shrink slightly more than 
high-fusing because of its greater flux 
content, so it must be vibrated exten- 
sively. While the initial vibration is 
going on, it is important that both the 
die and the porcelain remain moist. As 
long as both die and porcelain remain 
moist we cannot over-vibrate. This 
vibration allows the granules of porce- 
lain to interlock as closely as they will 
and thus reduce shrinkage. 

When vibration is complete, a dental 
napkin or a piece of gauze is applied to 
the die to blot the water from it. If 
the diameter of the cavity is large, score 
the porcelain carefully in a criss-cross 
manner with a small-sharp blade. 

FIRING 

The die is placed before the door of 
the warm muffle and allowed to dehy- 
drate until it takes on a “dry-plaster” 
look. Then the die is placed in the fur- 
nace and the muffle run up to about 
seventeen hundred degrees. The word 
“about” is used because porcelain cures 
by temperature and time, and also be- 
cause furnaces and porcelains vary. ‘The 
furnace is then shut off and allowed to 
cool down to about two or three hundred 
degrees, when the die may be removed 

















and covered until cool enough to handle. 

Now the margins are again tinted, the 
die saturated with water and the sec- 
ond application of porcelain applied. 
This is done as before except that the 
cavity is now filled almost full of por- 
celain. Care is again exercised to keep 
the porcelain from lapping the margins. 
This is also dried and fired to about sev- 
enteen hundred degrees or a low biscuit. 

In the third application, the inlay is 
built up to slight over-contour (no mar- 
gin overlap, however) to allow for 
shrinkage, and the muffle is brought up 
to about eighteen hundred degrees. Here 
again the temperature depends upon the 
porcelain and the furnace used. The 
temperature on this final bake should 
carry the porcelain to a glaze. 

Soak the die and inlay in water; pick 
off the die material carefully with a 
sharp instrument and then scrub as well 
as possible with a stiff. brush. If this 
does not clean the inlay entirely, boil it 
for about one minute in a small amount 
of hydrochloric acid in a test tube. This 


Low-Fusing Porcelain Inlays 





359 


will remove all traces of the die mate- 
rial. Wash the inlay and proceed to 
the cementation. 


CEMENTATION 


Either crown and bridge cement of 
a suitable color or one of the silicate 
cements may be used to cement the in- 
lay. If crown and bridge cement is 
used, the inlay will probably show a 
slight line at the periphery. 

If, of necessity, the original cavity 
preparation was rather shallow and there 
is a question as to the retention of the 
inlay, the following procedure will help. 
With a fine, knife-edged stone score the 
sides of the inlay either in spots or com- 
pletely around the circumference as 
shown in drawing 10. Then, with a 
wheel bur, do the same thing to the cav- 
ity preparation, as illustrated. This 
gives a mechanical lock when the inlay 
is Cemented. 

6353 Broadway, 
Chicago, Illinois. 


TWO CORRECTIONS 


Two typographical errors in the August JoURNAL warrant correction. 


(1.) The article on “Operative Dentistry for Children” by J. S. Rzeszotarski 
stated on page 314 that Howe’s ammoniacal silver nitrate “is a concentrated solu- 
tion of ammoniacal silver nitrate and may be made by adding 5 grams AgNO, 


” 


crystals to 1 cc. of distilled water. 


This statement should have read, “is a con- 


centrated solution of ammoniacal silver nitrate and may be made by adding 3 
grams AgNO.,, crystals to 1 cc. of distilled water.” 


(2.) 


The title of Dr. Balint Orban’s second study club course, given on 


page 326, should have read “Traumatic Occlusion and Its Clinical Significance” 


instead of “Traumatic Occlusion and Its Chemical Significance.” 
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WHEN—W HERE—HOW—WILL IT END? 


‘To those who have followed closely the many new laws enacted by Congress 











to remedy the economic ills of our social order and have considered their ultimate 
relationship to the distribution of medical and dental care, it was not surprising 
to note the recommendations presented to the recent Health Conference in Wash- 
ington by the Technical Committee of President Roosevelt's Interdepartmental 
Committee to Coordinate Health and Welfare Activities. Evan casual readers of 
the daily press have become quite familiar with the increasing tendency of the 
present Federal Administration to regulate and control the distribution of all 
commodities and services. 

The often repeated tocsin-like prophecy of sundry individuals, that unless the 
A.M.A,. and/or the A.D.A. devise and embrace some scheme for furnishing an 
adequate health service to all groups of our population the Government would 
attempt to regiment the health professions in an effort to accomplish the same end. 
seems well on its way to fulfillment. The next Congress will undoubtedly be 
asked by the President to expand the Social Security Act to include some form of 
Compulsory Health Insurance. 

We have read carefully the six recommendations presented to the Health 
Conference and approve in a general way the first three but most emphaticall) 
disapprove of the last three. Strengthening the public health services to more 
effectively combat all forms of catastrophic, contagious and epidemic diseases; 
providing money for more extensive public health education; and building sufficient 
public hospitals in which the indigent may receive proper hospitalization when 
necessary is the constant duty of any government. Establishing “‘a comprehensive 
program” to provide “medical services for the entire population, financed by general 
taxation or special assessments and specific insurance contributions from potential 
beneficiaries” is not the function of a democratic government any more than it is 
the function of a democratic government to provide proper food, sufficient clothing 
and suitable shelter for the entire population, financed in a similar manner. It has 
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otten been said that any philosophy of socio-economics that embraced such ideas or 
ideals was false and insincere. History has recorded that all such programs have 
been the preachment: of radical and illogical reformers and enacted by politicians 
in an effort to retain their power. 

It is one thing for the political demagogue to say: “I am my brother’s keeper,” 
and to promise a more abundant life for all but quite another to satisfy, even with 
public funds, the ever-increasing demands of the many brothers who have been 
ill advised to expect something for nothing. The health professions are perfectly 
agreed as to the need for a greater distribution of adequate health care but they 
are also of the opinion that neither any known form of compulsory health insurance 
nor the regimentation of doctors under any scheme of socialized or communistic 
medicine will provide such a service to all who need it today. 

Health conferences as well as technical committees should spend many hours 
discussing detailed plans for a practical solution of this important problem rather 
than wasting time listening to impassioned words relating admitted needs of the 
populace and presenting cursory recommendations for programs that have proven 
failures in European countries. 

It is our opinion that our people are being taught not only to expect but to 
demand too much from government rather than educated to provide for themselves 
the great majority of the necessities of life. When, where and how it will all end 
should certainly be given grave consideration by not only the members of the 
A.M.A. and A.D.A. but by every citizen of the United States. 





DENTAL BIOGRAPHIES 


It is the intention of the JoURNAL to continue to present to its readers, 
through the medium of these editorial columns, short biographies of those members 
of the Illinois State Dental Society who, figuratively speaking, make the wheels go 
round. The purpose is four fold—to acquaint the present membership with their 
officers and committee chairmen, to give a modicum of praise where praise is due, 
to inspire the younger men to become more active in society work and to compile 
a record that may prove interesting to future generations of Illinois dentists. 





TREASURER BLAYNEY 


Someone has said, “If you want a task well done seek out a busy man.” This 
is precisely what the Council of the Illinois State Dental Society did in choosing 
a treasurer for the ensuing year. James Roy Blayney, Director of the Walter G. 
Zoller Memorial Dental Clinc was born at Alexis, Illinois, July 28, 1889. His 
preliminary education was received in the public schools and Knox College of 
Galesburg, Illinois. He entered Northwestern University Dental School in 1910 
and received the degree of D.D.S. in 1913, going at once to Tallula, Illinois, where 
he entered the general practice of dentistry. In 1914, Dr. Blayney married Alice 
Crain of Augusta, Illinois, also a graduate of Northwestern University. 
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In 1918, Dr. Blayney became associated as Instructor in Therapeutics with 
the University of Illinois College of Dentistry and in 1925 became head of the 
Department of Therapeutics and received the rank of professor. Aside from his 
teaching duties he studied at Lewis Institute and obtained the degree of B.S. 
in 1924. During this period he was also associated with Rush Medical College 
and organized the dental clinic at Central Free Dispensary. 

In 1925 Dr. Blayney entered the Graduate School of the University of 
Chicago, majoring in Pathology. Upon graduation from the University in 1928, 
he received a Master of Science degree and the Howard Taylor Ricketts prize 
award for the most distinguished research in the Department of Bacteriology and 
Pathology. 

Dr. Blayney has contributed liberally to dental literature and is the author of 
“Dental Pharmacology and Therapeutics” published in 1934. In 1932, he com- 
pleted a term on the-Council of the State Society and has served as chairman of 
the Program Committee. 

Dr. Blayney is a prominent member of Xi Psi Phi fraternity having served as 
President of Rho Chapter during his student days and having just completed a 
term on the Board of Directors of the Supreme Chapter. 

Like other officers of our society, Roy has a hobby—‘Pawhaset”—a log cabin 
on the shores of Long Lake, Aitken County, Minnesota. Here, in this fisherman's 
paradise, deep in the north woods where the plaintive call of the loon is at times 
the only sign that life abounds, the Blayney’s vacation and reap a store of enthu- 
siasm for the work that has made the name respected, admired, and symbolic of 
scientific achievement. 





FUTURE OF DENTAL EDUCATION 

We believe all readers will be interested in Dr. F. B. Noyes’ article on 
“Dental Education” which appears in this issue. To forecast future developments 
of any phase of a culture is difficult, of course, but a study of the trends in develop- 
ment, past and present, that are related to that culture give important clues 
concerning future development. According to Dr. Noyes, there have been two 
outstanding trends in dental education, one developing from the conception of 
dentistry as a reparative trade, with emphasis on mechanics, the other from the 
premise that dentistry is a health science requiring a biologic background as well 
as a training in technics. 

Dental authorities apparently have agreed that dentistry is a health service, 
and that its practitioners should be well-grounded in the fundamental sciences. 
All dental colleges include more or less extensive courses in anatomy, bacteriology, 
physiological chemistry, pathology, and related subjects; many colleges require that 
physics, botany, zoology, etc., be included in their pre-dental training. The addi- 
tion of courses to the dental curriculum has been a gradual one, but it has been 
constant and more noticeable than in other professional courses. It seems indis- 
putable that these changes in general are advantageous; certainly no one would 








Editorials 363 


care to argue that increasing the amount of training required of dentists has not 
been valuable. 

However, a few handicaps are apparent. Increasing the load of scientific 
training a student must carry has tended to make dental education inflexible and 
standardized. Students have little time to develop individual interests or to carry 
out studies of subjects particularly interesting to him. This limitation of time also 
freezes out study of the fine arts. For example, we know of many talented 
musicians and lovers of opera who find themselves divorced from music by the 
time they are graduated. Dentists should be able to enjoy and discuss with others 
some of the “finer things in life” as well as be conversant with polymorphonuclear 
leucocytes and ticonium partial dentures. 

Of course, these handicaps are not serious and can be overcome readily after 
the student leaves dental school. It does seem to us, however, that the lengthen- 
ing of the dental course should not be unlimited. Dental schools will probably 
find it necessary to examine very critically every new requirement before it is 
added to the present dental curriculum. We believe all dental practitioners should 
be interested in undergraduate dental education for they are very definitely affected 
by it. A careful reading of Dr. Noyes’ article will be profitable. 


M. K. H. 





HEALTH AND POLITICS 

During the past few weeks press dispatches fairly well indicate the govern- 
ment’s attitude toward extension of the Social Security Act as it relates to health 
activities. 

The picture drawn of the lack of adequate health care is misrepresented and 
interlocked with outside factors that have no bearing upon the practice of health 
measures. 

Only one conclusion can be drawn: the health of the nation is to be injected 
into the field of politics, such as occurred in Europe. 

Every confidence is held that the parent organizations involved in this matter 
are fully prepared to intelligently handle the solution of this problem and that 
they will meet the situation in a safe manner, just as health service now provided 
has been developed on a sound foundation. 

Caution is urged at this time upon all, that the future of the professions and 
their usefulness shall not be jeopardized. 

Within a few weeks you will be called upon to indicate your preference for 
candidates for various local, state and national offices. Partisan politics by the 
State Society is not advised or requested, but in all fairness to ourselves and to 
those whom we serve we, individually, should determine each candidate’s attitude 
toward our problems and support that candidate whose views coincide with ours. 

That privilege certainly cannot be classed as monopolistic. 


Ben H. SHERRARD, President. 
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The Illinois State Board of Dental Examiners, as guardians of Dentistry in 
Illinois, do a great deal of work and receive very little credit for it. This board 
must pass on the capabilities of every candidate who seeks to practice dentistry 
in Illinois. ‘The board is made up of the following men: Dr. Fred B. Olwin of 
Robinson, President; Dr. E. F. Hazell of Springfield, Secretary; Dr. Clyde H. 
Warner of Northbrook, Dr. W. Ira Williams of Chicago; and Dr. Hugh E. 
Black of La Salle. 





H & T 
New York State has the largest American Dental Association membership, 
4,524; Illinois is second with 3,771; and Pennsylvania is third with 3,533. In 
comparison Nevada, at the foot of the list, has 29 members. 
H&T 
Stan Garrett of Lacon was the cleanest man in his class at the Dental school; 
he wouldn’t think of shaking hands with any one without immediately there- 
after washing his hands. . . . Mel Zinzer of Chicago carries a cane to any and 
all occasions; he also has an inordinate fondness for big cars. . . . Have you ever 
noticed the jaunty angle at which the Paul Clopper (of Peoria) headgear always 
sits? ... We would venture the guess that Hal Hillenbrand, editor of the Chicago 
Dental Society Bulletin, has a larger private library, buys more books per month, 
and does more reading than any other man in the state society. . . . Fred Markel 
from Polo does not play polo but he does play golf every day that the weather 
permits. .. . Editor Ed Ryan of Evanston is an inveterate (who said odoriferous ?) 
pipe smoker. . . . Bob Strohacker of Freeport did a lot of pen and ink drawing 
when he attended dental school. . . . Rufus Lee of Chicago raises prize dahlias. . . . 
There are four Donelans in the United Mine Workers Building at Springfield, 
James C., John J., John J. Jr., and T. P. ... Past President Elbert Pendleton 
of Chicago is nuts about baseball and absolutely screwy about the Chicago Cubs. 
. .. Francis Aicher of McHenry is bats about picnics and boat rides. . . . Ralph 
Burkhart of Marion has raised lions as a hobby. . . . John Heller of Desplaines has 
loose feet; he’s crazy about trips; his only other vice (to our knowledge) is taking 
movies. . . . Robert Taylor practices dentistry in Villa Grove. . . . Joe Zelko of 
Joliet commuted from that city to Chicago every day while he was going to dental 
school. .. . A. B. Culhane practices dentistry in Rockford and is the receiver for 
a Medical-Dental building in Chicago. . . . We just wondered if Henry Hefty 
of Oregon is. . . . Ray Cooke of Chicago raises goldfish in a beautiful rock garden 
pool in his back yard; he loves cats. . . . Dave Adams, President of the Chicago 
Dental Society, is never seen in any kind of tie but a black bow. 
H&T 
One of the most pleasant experiences that the music loving section of the 
Chicago public had last month was at the free Grant Park concert on the nights 
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of August fifth and sixth. Johnny Carter, 26, tenor of the Metropolitan Opera 
Association sang, the second and third concerts of his life, before two huge crowds 
these nights. Before last December, when he won a contract to appear with the 
Metropolitan Opera Company, nobody had ever heard of this Irish youngster. 
Since that time he has been singing on a popular weekly broadcast. While the 
youthful Johnny sang Schubert’s Ave Maria you could hear a pin drop in the 
largest crowd of the summer at these concerts; but when Johnny finished it took 
the throng about ten minutes to stop clapping, cheering and whistling. Annie 
Laurie and The Donkey Serenade from the Firefly received the same rousing 
response. 
H&T 
If your name is Johnson you should be among friends in the Illinois State 
Dental Society, for there are exactly thirty-five Johnsons in the society; the Smiths 
come in a poor second with twenty-five members and the Browns beat out the 
Joneses by a score of nine to eight. 
H & T 
Take 100,000 youngsters, each 15 years old. Now click off 25 years. Sta- 
tistics show that at this age, +0, only 89,653 of the original group, will be alive. 
Here are some really cheerful figures to start the Autumn season with. The same 
figures also show that in the United States in the year 1938 the average age for 
men is 65. As dentists fall in this category we will let you think up your own 
moral. We might add that not so very long ago the premiums on retirement 
annuities went up principally because those men who were retired on an annuity 
income were outliving the normal life-span of the man who did not have a retire- 
ment income; apparently the original premiums were based on the normal life-span. 
x @ 7 
Three bandits had quite an experience with George and Lester Kalk several 
days ago, or vice versa. George and Lester are very well known south side 
members of the Chicago Dental Society. The bandits didn’t know that collections 
in dentistry have not been so good this month. After going to the trouble of 
taping up the boys, and two patients they persuaded the assistant to open up the 
safe, and lo and behold! it was empty. 
HET 


Soup apparently is big business in Illinois, and cans in which to put the 
soup also constitute rather “largeish” business. In one twelve hour period early 
this month a prominent Illinois can company whacked out 3,200,500 tin cans in 
which a soup company (also prominent) immediately gurgled soup made from 97 
carloads of tomatoes. Which leads up to the remark that maybe tomatoes aren’t 
a bad enterprise in Illinois either. 


Lum P Sheen. jy 
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SOCIAL TRENDS DURING THE PAST EIGHT 
YEARS AND THEIR INFLUENCE UPON 
DENTISTRY* 


By Lon W. Morrey, D.D.S. 


Secretary 4. D. A. Economics Committee 


Since 1930, the eyes of the nation 
have been focused on the evils of sick- 
ness and disability. Hundreds of men, 
sincere and otherwise, have proposed 
fanciful cures and elaborate systems for 
correcting the evil. As Thoreau re- 
marked years ago, “There are a hun- 
dred men hacking at the branches of 
evil, to one who is striking at the root.” 
Thoreau’s observation can easily be ap- 
plied to our present dental dilemma. The 
American Dental Association does not 
believe it practical to hack at branches. 
It advocates striking at the root. Our 
solution is embodied in our 1938 slo- 


gan, “Dental Health for American 
Youth.” 
There is no mystery about what 


should be done to solve America’s den- 
tal problems. The solution is not intri- 
cate, elaborate or complex. The answer 
lies in prevention. Let our entire mem- 
bership unite on that thought and _ pro- 
ceed at once to put it into action. 
There is no use denying that the so- 
cial upheaval has focused attention on 
*Presented before the School of Instruction 74th 


Annual Meeting of the Illinois State Dental Soci- 
ety, May 11, 1938. 
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the dental needs of our people. ‘There 
is no use denying that many bitter lines 
have been written and many bitter words 
have been spoken over the fact that many 
of our citizens are dentally unfit. Criti- 
cism has been directed at organized den- 
tistry because of its inability to immedi- 
ately find a solution. But solutions for 
gigantic, complex social problems are 
not found overnight. It takes time for 
thoughts to form and concepts to crystal- 
ize. Earnest and careful study has con- 
vinced our dental leaders that the cure 
for caries lies not in operation but in 
prevention. Our next step is to make 
our conviction known to the public. We 
are professionally and morally obligated 
to use our influence to prevent the en- 
actment of legislation that will saddle 
our country with costly operative pro- 
cedures, when we know in our hearts 
that a less expensive and more effective 
means lies in prevention. 

The past five years has seen countless 
bills proposed, recommenda- 
tions made and some legislation passed, 
designed to solve our dental difficulties. 
Unfortunately, most, if not all of these 


countless 











schemes have been proposed by individ- 
uals who know not whereof they speak. 
It might be interesting to review some 
of these proposals just to refresh our 
memory. 

The report of the Cost of Medical 
Care Committee in 1932 together with 
certain recommendations of the commit- 
tee furnished abundant ammunition to 
those of our citizens who, for years, had 
been advocating state medical and den- 
tal care. 

Advocates of socialized dentistry used 
the depression as a lever to gain their 
objective. Armed with the report and 
recommendations of the Committee on 
the Costs of Medical Care, augmented 
by numerous plausible reports of their 
own, financed by a number of philan- 
thropic funds, the proponents proceeded 
to flood the country with cleverly pre- 
pared propaganda. Many of the lead- 
ers in this movement were honest in 
their belief. Many were opportunists. 
All took advantage of the situation to 
attempt to revolutionize the American 
form of health service. So great was 
the pressure both inside and outside the 
profession that a decided rift occurred 
among the members of the professions 
themselves. Although the Board of 
Trustees and the House of Delegates of 
the American Dental Association voted 
to oppose state dentistry and compulsory 
health insurance, some of our state so- 
cieties and hundreds, perhaps, thousands, 
of our members held different views. 
With practices reduced to a minimum 
and collections next to impossible, it is 
understandable that many dentists 
looked rather longingly on some type of 
socialized service that would at least 
provide a livelihood. This difference of 
opinion flamed into a controversy that, 
at times, bordered on hysteria. An epi- 
demic of articles on the subject of so- 
cialized health care flooded the profes- 


sional journals. Some early writer said, 
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“If the dental profession does not pre- 
sent a plan to provide dental care to 
the public, someone else will.’ This 
statement caught and held public atten- 
tion. Proponents and opponents alike 
repeated it. It spread like burning 
brands on a high wind and as each em- 
ber settled it started a new blaze. But, 
like Mark Twain’s comment on the 
weather, everyone talked about it, but 
no one did anything. 

While this controversy raged within 
the profession, social service leaders con- 
ferred in high places. President Roose- 
velt, Nov. 10, 1934, appointed his his- 
torically famous committee to study all 
phases of social security, including un- 
employment compensation, old age pen- 
sions and health insurance. Evidently 
the findings of this committee were such 
that the President was disinclined to in- 
clude compulsory health insurance in 
his Social Security bill because on Jan. 
17, 1935, in his social security recom- 
mendation to Congress he said, “I am 
not at this time recommending the 
adoption of so-called health insurance, 
although groups representing the medical 
profession are cooperating with the fed- 
eral government in further study of 
the subject and definite progress is be- 
ing made.” Shortly thereafter, the other 
phases of President Roosevelt’s Social 
Security Bill were passed by Congress, 
and they are now in effect. 

It has been stated that had it not 
been for the united opposition of the 
American Medical Association and the 
American Dental Association, health in- 
surance would have been incorporated 
in the bill and would be in effect today. 
Nevertheless, during the first quarter of 
1935, the legislatures of forty-three 
states had presented to them a health 
insurance measure sponsored by the 
American Society for Social Security. It 
was actually introduced in several states, 
but in each case it was rejected. Early 
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in that same year, both the California 
Medical Society and the California Den- 
tal Society resolved to approve some type 
of health insurance even though their 
respective national associations had al- 
ready voiced their disapproval of such 
action. 

During the winter of '35 and '36, the 
proponents of health insurance managed 
to project a discussion of this subject 
into the colleges and high schools of the 
country. This was done by selecting as 
the title for debate the subject: Re- 
solved: ‘“That the several states should 
enact legislation providing for a system 
of complete medical service available to 
all citizens at public expense.” Debate 
handbooks were prepared and furnished 
the school debating teams throughout 
the country. Presumably, these hand- 
books were unbiased, but one of them 
at least was strongly flavored with argu- 
ments favoring the affirmative. Both 
the American Dental and the American 
Medical Associations supplied the 
schools with abundant material on the 
negative side of the question. In most 
instances, the negative teams presented 
the winning arguments in the sectional 
finals, and so the work of the two Asso- 
ciations was not in vain. 

Professional social workers continued 
desperately to influence the public in fa- 
vor of their plans. Politicians, sensing 
the situation, and ready to ride any band 
wagon that promised votes, for a time, 
lent a sympathetic ear to their proposals. 
This sympathy was checked by an onset 
of deafness when the cost came to be 
counted. In fact, one of the greatest ob- 
stacles to the progress of health insurance 
was the depression itself. In theory, 
some phases of the plan seemed fine; in 
practice, it proved impracticable because 
of its cost. The public, grown weary of 
tax gouging, began to rebel. The pur- 
veyers of public moneys were forced to 


curtail. Slowly, a large percentage of 


THE ILLINOIS DENTAL JOURNAL 


social workers began to realize that there 
was a vast difference between beautiful 
theories and actual practice. 

March 9 of last year, the citizens of 
San Francisco, Calif., by a vote of 3 to 
2, approved an amendment to their city 
charter which provides compulsory 
health insurance to its 1+,000 municipal 
employes. At the same time, a_ bill 
sponsored by the California Medical So- 
ciety was before the state legislature 
which, if passed, would have permitted 
county health insurance programs to be 
set up under the auspices of the county 
medical societies. 

Last spring, the medical and dental 
societies of North Dakota developed a 
plan to provide, at federal expense, med- 
ical and dental care to drought-stricken 
farmers. This plan has been practically) 
abandoned because of lack of funds. 

In January of last year, Senator Cap- 
per introduced a bill in the U. S. Sen- 
ate, known as Senate Bill 855, which 
was intended to constitute the federal 
framework of a national system of health 
insurance within which various state 
systems are to function. From all re- 
ports received from reliable sources, this 
bill was not destined to be passed. How- 
ever, the fact that it was presented indi- 
cates that compulsory health insurance 
advocates are still active and that the 
issue is by no means dead. 

Last summer, Senator James Hamil- 
ton Lewis, of Illinois, introduced into 
the Senate a remarkable resolution deal- 
ing with medical care in the United 
States. Under the provisions of this act 
which would result in the regimentation 
of physicians throughout the country, 
any physician was compelled to render 
aid to any indigent who applied for it. 
The penalty for refusal to administer 
such services was a fine not to exceed 
$1,000 and imprisonment of not more 


than three months. This resolution was 
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referred to the senate committee on fi- 
nance, where it still is. 

In November, 1937, a new approach 
to the problem was presented by a group 
of physicians known now as the Com- 
mittee of +30. They recommended the 
allocation of public funds for medical 
care of the indigent, for research work 
and for medical education. Leaders of 
both the A. F. of L. and the C.I.O. have 
endorsed the committee’s proposal. 

In the same month of 1937, after 
months of preliminary work, the Weber 
County Farm Bureau, backed by the 
Utah State Farm Bureau Federation, 
opened a cooperative dental office in 
Ogden, Utah. The Weber District 
Health Association proposes to provide 
dental care to rural families who be- 
come members. Families who join pay 
$35.00 for a life membership, plus an 
annual fee of $20.00 per family of five 
persons or less, and two dollars per 
year for each additional member. For 
these fees members receive at no addi- 
tional cost, prophylaxis, x-rays, examina- 
tions, extractions, amalgam and_ syn- 
thetic porocelain fillings and pyorrhea 
treatments. Inlays and gold fillings are 
furnished by paying the additional cost 
of the gold used. Dentures are furnished 
at cost. 

In spite of the objections of the Utah 
State Dental Society and in violation of 
the state dental law, the Weber District 
Health Association is functioning. 

A similar cooperative plan was started 
several months ago in Elk City, Okla- 
homa, but latest reports indicate that 
it is not functioning well. 

Reports received last week indicate 
that the Weber County plan is flounder- 
ing because of internal difficulties and 
dissension. It is predicted that it will 
not function long because it is actuari- 
ally unsound. 

In Fresno County, California, the 
Farm Security Administration has just 
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Influence on Dentistry 


inaugurated plans to provide dental care 
to farmers in the low income group. 
They requested and have received the 
cooperation of the California State Den- 
tal Society in this endeavor. The gov- 
ernment lends money to low income 
farmers for dental purposes. The pa- 
tients are referred to the Fresno County 
Dental Society for care. Seven members 
of the Society have agreed to render the 


service. The fee schedule mutually 
agreed upon is as follows: 

One surface amalgam.......... $ 2.00 
Two surface amalgam......... 3.00 
Three surface amalgam........ 4.00 
PN St ce ie a Sasa Sed 2.50 
RON Fees ec een eues s, o08 Chae 1.00 
Sifigle extractions ............. 2.00 
RRR Rn at ae a eo 3.00 
Full mouth x-ray ............. 5.00 
SS rere rere 1.00 
I eon od a eat 2.50 
MEE oso he sc os 8.00 
Upper and lower dentures. ..... 30.00 


The report recently sent President 
Roosevelt by Miss Josephine Roche, 
Chairman of the Interdepartmental 
Committee to Coordinate Health and 
Welfare activities indicates the con- 
tinued interest which our federal gov- 
ernment has in this subject. At the 
present time, the American Medical As- 
sociation is launching a nation wide sur- 
vey through its state and county societies 
of the medical, dental, nursing and hos- 
pital needs and facilities in each county. 
When compiled this will provide us with 
the most comprehensive information we 
have ever had on the subject. 

About the first of March 1938 Rep- 
resentative Treadway of Massachusetts 
introduced a bill in congress (H.R. 


9847). It proposes to establish a sys- 
tem of compulsory National Health In- 
surance under the direction of a Health 
Insurance Commission appointed by the 


Em- 


President of the United States. 
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ployees receiving $1800 a year or less 
plus their dependents will be entitled to 
medical benefits. Agricultural em- 
ployees, domestic servants and casual 
workers may not be covered. Employees 
will be required to pay through their 
employer from 35c to 70c per week. 
Employers will be required to pay from 
20c to 35¢ per week per employee. The 
bill provides for the appointment of 
State Health Insurance directors and 
Technical Advisory Councils. Physi- 
cians who fail to provide services accord- 
ing to the standards of the commission 
may be barred from rendering any fur- 
ther service to insured persons and sub- 
ject to a fine of from $10 to $500. 

The latest dental scheme to come to 
our attention is reported from New 
York. 

About the first of April 1938 a group 
of dentists and lay persons in New York 
City formed an organization termed 
“The Dental Health Plan.” Briefly, this 
organization proposes to provide certain 
dental service to subscriber members for 
$10 per year. Dentist members provide 
the service in their own office. For an 
annual fee of $10 the patient receives: 


One full mouth x-ray and all other 
necessary pictures 

Two prophylaxis 

All necessary amalgam fillings 

All necessary silicate fillings 

All necessary gingival treatments 

All exodontia 

All root canal therapy 


The dentist receives $5.50 per pa- 
tient and the promoters receive $4.50. 
The State Board of Dental Examiners 
on April 8th warned all dental mem- 
bers of the plan that the procedure was 
illegal and that unless they discontinued 
their activities immediately charges 


would be preferred against them in June. 
The plans and procedures just men- 
tioned are but a few that have been 








THE ILLINOIS DENTAL JOURNAL 


proposed since the beginning of the de- 
pression. 

The Committee on Economics has 
studied and kept all of them under ob- 
servation. At yet no one plan has been 
developed, either inside or outside the 
profession that will provide dental care 
to all the people less expensively or 
more efficiently than has been done in 
the past, with possibly one exception. 
And that exception is embodied in a 
plan which I have purposely reserved 
for the conclusion of this report. That 
is the preventive dental plan now func- 
tioning under the Social Security Act. 

The Social Security law has enabled 
19 states to establish a dental division 
in their state boards of health. It en- 
abled other states to enlarge their dental 
activities. To date 34 states have den- 
tal preventive programs. Other states 
are preparing their plans and, within 
the next few years most states will have 
a staff of dental health workers, which 
is as it should be. 

The Committee on Economics of the 
American Dental Association believes 
that the most practical, economical, and 
satisfactory solution of America’s den- 
tal problem lies in prevention. It looks 
with skepticism on all corrective plans 
that have been, so far, proposed. It fa- 
vors the broader field of prevention. 
Therefore, at its February 1938 meeting 
it passed the following resolution: 

“The Economics Committee has 
studied the problem of dental disease of 
the American people and believes that 
the most practical and economical 
method of solving this problem lies in 
preventive dental measures for children. 

“We recommend that the American 
Dental Association through its compo- 
nent societies attempt to further stimu- 
late professionally supervised community 
activities for the prevention of children’s 
dental disease. 


(Concluded on page 378) 

















¢ SOCIETY BULLETINS 





SECRETARY'S OFFICE 

The 1938 Transactions of the Illinois 
State Dental Society are ready for publi- 
cation and will be furnished only upon re- 
quest, accompanied by remittance of $1.00. 

Your immediate order is solicited. 

C. N. NEWLIN, 
Secretary. 
Transactions Order Blank 
Dr. C. N. Newlin, Secretary, 
627 Jefferson Bldg., Peoria, Ill 

Enclosed find $1.00 for copy of the 1938 
Transactions. 

EES ere ate Cree oe ere ee 
NR pa. No erste sien as Sea 

MACON-MOULTRIE 

A belated report of the annual election 
of the Macon-Moultrie Society reached the 
JouRNAL offices too late for the August 
issue. The election was held April 12, 1938 
and the following men will serve as officers 
during the coming year. Dr. A. F. Schiltz, 
Decatur, President; Dr. Harold H. Foster. 
Decatur, Vice-President; Dr. Wray S. 
Munroe, Decatur, Secretary, Treasurer 
and Component Editor; and Dr. H. L. 
Freidinger, Decatur, Librarian. Dr. Thomas 
J. Campbell of Decatur was elected to 
membership. 

The next regular meeting will be held 
September 13, 1938 at the Decatur Club, 
Decatur, Illinois. 

* * * 


WINNEBAGO 


The attendance at the Friday luncheons 
of the local society, this year, is better 
than it has been since its organization, three 
years ago, under the presidency of Dr. H 
E. Rust. The weekly meeting is sort of a 
slap happy affair, without dental discus- 
sions, but just light conversation with lots 
of kidding, while nibbling a bit of food. 
Such gatherings make for the cementing 
of life-long friendships. If by any chance 


you are not attending, by all means, make 
it a point to do so. 
George Lamphere, chairman of the pro- 





gram committee, plans on opening the fall 
meetings with a lecture by some widely 
known dental economist. And that’s a 
smart move. The dental profession could 
show in two years, without a single im- 
provement more advancement than any 
other profession or business could in ten 
years. Yet figures show the average gross 
income of the dental profession to be 
$2700 per year. There are 150,000,000 per- 
sons in the United States, and only 50,000 
dentists. Do you realize that means that 
we are receiving less than a dollar per year 
for each person? Dr. George, bring on the 
best economist you can get. We need him. 
Dots about Doctors: Ed Morse, local 
school dentist, and his wife, are back from 
a “sure fire” fishing trip. Ed burnt out the 
bearings on his motor boat. . . “Stuke” 
Sowle’s hobby is raising dogs, and from all 
reports he keeps a smart kennel. . . . Frank 
Weld, who recently inherited a trailer, is 
now at home on all roads. . . . Clyde Cole 
and Allen Olson are still looking for more 
dentists to give that clinic. Get in touch 
with them, fellows, it will be a good warm- 
up for the national. . . . “Dutch” Werner, 
one of the charter members of the old Har- 
lem Hills Country Club (now Forest Hills) 
has served on the board of directors since 
its birth. . . . Incidentally, Dutch has a golf 
playing son who is always near the top in 
the city golf tournaments. . . . An an- 
nouncement from Harry A. Karceski in- 
forms us that he is opening his new office 
in the Mead Bldg. Good luck, Harry, we 
will see you at the next meeting. 
Though Vern Heath’s two husky boys keep 
him plenty busy when he finishes his daily 
grind, he likes it. When he talks about 
those kids his eyes sparkle like a diamond, 
under bright lights, on a black velvet cloth. 
. The Jim Shipley’s recently had a re- 
union with their old friend Lt. Col. Leo 
Boyle, top notcher in the Illinois National 
Guard. Jim and the colonel have been 
buddies since the days of Camp Grant... . 
Did you ever see a more beautiful lawn 
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than that which surrounds the Art Hoffman 
home? .. . Bob Jackson, who recently re- 
turned from a cruise on the Great Lakes is 
really sold on the waving waters... . : And 
before we close, we must remind you of 
this: “Buck” Rust is giving a birthday 
party at his home, for Charley Helm, Fri- 
day. All local boys invited. The old army 
game, Hi-Lo, will prevail, so perhaps you 
better bring an extra suit to wear on the 


way home. . . . Remember at Carl Olson’s 
stag, how one of the well-liked boys shov- 
eled it in? . . . So we'll be seeing ya... . 


and in the meantime, get ready, Freeport, 
we Winnebagoans are on our way. 
Leo J. SMITH, 
Component Editor. 


* * * 


SOUTHERN ILLINOIS 

County Lieutenants on Dental Health 
Education for the Southern District met 
sometime the last of August to plan their 
Dental Educational work for the coming 
year. 

Dr. and Mrs. L. I. Webb of Harrisburg 
visited the Mayo Clinic during July. Dr. 
Webb had a check-up and at the same time 
witnessed some splendid oral surgery work. 
. .. Dr. Harry B. Shafer of Anna took a 
course at Michigan University in Chil- 
dren’s Dentistry again this summer. Dr. 
never misses an opportunity to learn how 
to help the “Kids.” . . . Dr. Roy Baldridge 
of Centralia attended the Orthodontists’ 
Meeting in San Francisco. He was accom- 
panied by Dr. Earl Bean, a former South- 
ern member, who at present is practicing 
in St. Louis... . Dr. F. W. Dains of Percy, 
who has been a patient in Veteran’s Hos- 
pital at Jefferson Barracks since the first of 
June, returned to his home after the Fourth 
of July. Dr. is doing some work in his 
office while recuperating. . . . Mrs. L. D. 
Perry, wife of Dr. L. D. Perry of Murphys- 
boro who has been ill for some time, is 
slightly improved. . . . Dr. and Mrs. E. N. 
Henderson of Albion spent their vacation 
in the Northwest visiting Lake Louise, Van- 
couver, and Seattle. Dr. is an expert on 
making “Movies” so we are sure we will 
have some interesting pictures to see later. 
. . . Dr. Howard Moreland of Cairo took 
his annual vacation in July. We don’t 


know where Dr. went, but we know he had 
a good time. He always does. 
W. E. WAGNER, 
Component Editor. 
ok * * 
PEORIA 

The Peoria District Dental Society held 
its annual picnic at Shore Acres Country 
Club, and in spite of the inclement weather, 
a good time was had by all. President 
Sherrard, as usual, honored us with his 
presence. 

The first regular fall and winter meeting 
will be held at the Peoria State Hospital, 
Monday, October 3, with the Hospital be- 
ing hosts for dinner, and Dr. Walter Baer, 
the superintendent, the speaker of the 
evening. 

L. F. TINTHOFF, 
Secretary. 
ok * K 
CHICAGO 

The regular monthly meetings of the 
Chicago Dental Society will be resumed 
September 20, 1938 at the Stevens Hotel. 
A business session will be held at 8:00 p. m. 
with the scientific session following 
promptly at 8:30. 

A symposium on the practical aspects of 
periodontia will be the feature of this first 
meeting of the 1938-39 season under the 
new Monthly Meeting Program Chairman, 
Dr. Joseph E. Schaefer. 

Dr. Warren Willman will open the pro- 
gram with a discussion of “The Function of 
the Peridental Membrane and How Tissue 
is Altered by Disease.” 

The second essayist will be Dr. G. R. 
Lundquist who will speak on “Non-Surg- 
ical Treatment; the Indications and _ the 
Contra-Indications.” 

Dr. Bernard D. Friedman will complete 
the symposium with the third paper of the 
evening. His subject will be “Surgical 
Treatment with Emphasis on the Indica- 
tions and Contra-Indications.” 

ok * * 
NORTHERN ILLINOIS 

The following is a preliminary program 
of the Northern Illinois Dental Society 
meeting to be held in Freeport, Septem- 
ber 28th and 29th. 

Dr. Ned A. Arganbright 
General Chairman 








Society Bulletins 


Dr. Carlton D. Reed 
Program Chairman 
WEDNESDAY, SEPTEMBER 28TH 

9:00 A. M.—Registration. Dr. R. D. 
Strohacker, Chairman. 

10:00 A. M.—Meeting called to order. 
Dr. George Schneider, President. 

10:15 A. M.—Dr. C. O. Flagstad, Min- 
neapolis. ‘Immediate Denture Service.” 
Illustrated with lantern slides and colored 
motion picture “Smiling Through.” 

11:00 A. M.—Ladies entertainment. 
Mrs. Paul M. Breyer, Chairman. 

2:00 P. M.—Dr. H. G. Morton, Milwau- 
kee. “Individual Occlusal Requirements.” 

4:30 P. M.—Business Session. 

6:30 P. M.—Banquet. Dr. Ozra D. 
Hill, Chairman. Toastmaster, Speaker of the 
evening and Menu to be announced in the 
Official Program. 


THURSDAY, SEPTEMBER 29TH 
9:30 A. M.—General Clinics. Dr. A. N. 
Olson, Chairman. 


2:00 P. M.—Golf. 
Chairman. 


Dr. Foy R. Matter, 


DENTAL HEALTH EXHIBIT 
Dr. Charles L. Snyder 
Chairman 
The Dental Health Exhibit will be open 
to school children and the general public 
during the entire meeting. 
EXHIBITORS CLINIC 
Dr. E. L. Griffith 
Chairman 


The following exhibitors will demonstrate 
clinics from 9:00 A. M. Wednesday until 
11:00 A. M. Thursday. 


K. C. Erickson Dental Laboratory.Freeport 


Chicago Dental Mfg. Co......... Chicago 
Medical Protective Co........... Wheaton 
Crescent Dental Supply Co....... Chicago 


John Butler Tooth Brush Co...... Chicago 
Badger State Dental Laboratory 


Breas alow Mave ke Guaievapheal icles Ace ereaeee Milwaukee 
M. W. Schneider Porcelain Laboratory. 
pica iar etek ravers B ya koa nee nate Chicago 
> EE epee Minneapolis 
Hootman Dental Laboratory. ...Rockford 
S. S: White Dental Mfg. Co...... Chicago 


M. F. Patterson Dental Supply Co.... 
Leiersisy sree clenaleale eGioa ache Leis ors Milwaukee 


373 
Robert C. Brown Laboratory. .Davenport 
C.F ko tis eins de ones Chicago 
J. R. Postma, 
Secretary. 


* ok * 


CHICAGO COLLEGE OF DENTAL 
SURGERY ALUMNI OUTING 
The Chicago College of Dental Surgery, 
Dental School of Loyola University, will 
hold its Annual Alumni Outing at Coghill 
Country Club, located at 119th Street and 
Archer Avenue, Wednesday, September 
14th. Coghill is one of the finest golf 
clubs in the Chicago district, consisting of 
two championship 18-hole courses. Base-. 
ball, horseshoes, and other games will also 
be enjoyed. An eight-course dinner will 

top off a glorious day of sports. 
Emit A. ANDERSON, 
President Alumni Association. 
x * * 


NORTHERN INDIANA DENTAL 
SOCIETY 
The Northern Indiana Dental Society 
will hold a two day meeting at Lafayette, 
Indiana, October 11-12, 1938. Dr. How- 
ard R. Raper, well known authority on 
Radiography, will be the principal speaker 
on two of the programs. All neighboring 
dentists from Illinois are cordially invited 
to attend this meeting. 
Ray G. Knorr, D.D.S.., 
President. 
* * * 


AMERICAN COLLEGE OF DENTISTS 

The American College of Dentists, at 
its last annual meeting, inaugurated plans 
to promote research in dentistry. These 
plans include grants of funds (The Wil- 
liam John Gies Fellowships), to appli- 
cants, in support of projected investiga- 
tions; and also the formal recognition, 
through annual awards (citations—The 
William John Gies Awards), of distin- 
guished achievement in dental research. 
Applications for grants in aid of pro- 
jected researches, and requests for infor- 
mation, may be sent to the Chairman of 
the Committee on Dental Research of 
the American College of Dentists, Dr. Al- 
bert L. Midgley, 1108 Union Trust Bldg., 
Providence, R. I. 
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MELVIN ROBLE 
1898-1938 

On June 17, 1938, Dr. Melvin Roble, 
one of the younger members of the pro- 
fession passed away. Dr. Roble was born 
May 30, 1898 in Harvey, North Dakota. 
He entered Northwestern University Den- 
tal School, graduating in the class of 1925. 
He became a member of the Illinois State 
Dental Society through the Chicago Com- 
ponent in 1938. Dr. Roble practiced on 
Chicago’s north side at 4737 Broadway. 
He was a member of Xi Psi Phi Frater- 
nity. Surviving to mourn his loss are his 
widow, two sisters, and one brother, a 

practicing physician in Chicago. 


WILLIAM EDWARD HARPER 
1865-1938 

The ranks of the pioneers in dentistry 
are thinning like those of the “men in 
blue.” William Edward Harper passed on 
Wednesday, August 17, 1938. 

Doctor Harper was born in Doncaster, 
Yorkshire, England, February 12, 1865, 
the son of John and Hannah (Boyd) 
Harper. He was educated in the public 
schools and at Mechanic’s Institute, 
Crewe, Cheshire, England. In 1881 Doc- 
tor Harper came to America and, after 
graduating from the American College of 
Dental Surgery in 1891, began the practice 
of his chosen profession in Chicago. On 
June 5, 1895 Doctor Harper married Miss 
Clara Garrison. - They were the parents 
of three children, Clarence E., Dorothy 
(wife of Dr. Harold Hooper), and Louise. 

The ability of young Harper was early 
recognized, and in 1893 he was appointed 
professor of Operative Technique in the 
American College of Dental Surgery. 
Later he was responsible for bringing 
about the affiliation of the American Col- 
lege of Dental Surgery with Northwestern 
University Dental School. In this new 
dental school Doctor Harper served; as pro- 
fessor of operative dentistry, as secretary 
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WILLIAM EDWARD HARPER 


of the faculty and business manager. In 
this latter capacity he was responsible in 
bringing Dr. G. V. Black to serve on the 
faculty. He also designed the clinic of 
Northwestern University Dental School 
when it was located at Dearborn and Lake 
Streets, which helped a great deal in the 
success of the dental school. In 1904 he 
resigned his university affiliations. 
“Billie” Harper, as he was affectionately 
known by his friends, is the one man who 
developed an amalgam technique which is 
recognized and used throughout the den- 
tal world. He designed most all of the 
amalgam instruments used in amalgam 
technique and invented the matrix-separator 
for amalgam fillings. Although Doctor 
Harper was best known for his work with 
amalgam, his inventive mind was very 
fruitful as evidenced by the instruments 
he invented or designed for the dental pro- 
fession. The year 1901 was productive 
for in that year he invented the contra- 
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angled handpiece which was never copied 
or duplicated during the life of the patent ; 
the Harper holders and enamel cleaners; 
the Harper cabinet, the first dental cabinet 
providing a working top, and amalgam in- 
struments and trimmers. He designed the 
first Elgin Casting Machine called the 
“Pig.” He designed the arm for the first 
Ritter all cord dental engine. He designed 
and made the first large tooth models, 
three feet high, used for teaching dental 
anatomy, cavity preparation, and instru- 
mentation. He made the first cast inlays, 
inlay bridges, and cast crown bridges. This 
work was done in aluminum instead of 
gold. The process involved the disappear- 
ing mold and the use of the sprue with 
the crucible and mold in one piece. Doc- 
tor Taggert visited his office to witness the 
work as early as 1894. Later Doctor 
Harper’s evidence was accepted without 
question in the famous Taggert case, and 
saved the profession from paying royalties 
on inlay castings. He arranged and no- 
menclatured the first set of cutting instru- 
ments. Doctor Harper made many other 
inventions not of interest in dentistry. 

In the early years, Doctor Harper con- 
tributed generously to the dental literature, 
writing on such subjects as operative den- 
tistry, use of aluminum in dentistry, amal- 
gam, and treatment of root canals. Of 
late years he was interested in the manu- 
facture of dental alloys, and gave many 
lectures and clinics throughout the coun- 
try on amalgam technique. 

By faith Doctor Harper was an Episco- 
palean, in politics a non-partisan. He was 
a member of Psi Omega fraternity, the 
American, Illinois and Chicago Dental So- 
cieties, an honorary member of Odonto- 
logical Society of Western Pennsylvania 
and the Wisconsin State Dental Society. 

In the passing of Doctor Harper, 
teacher, investigator, practitioner and in- 
ventor, a life of seventy-three full years 
ceases. Forty-seven of those years he la- 
bored earnestly for the advancement of 
dentistry and the dental profession. By 
the treasures he left behind we know those 
labors were not in vain. 


« 
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GRIFFITH D. EVANS 
1869-1938 


Still another of the dental pioneers has 
passed to the great beyond. Dr. Griffith 
D. Evans died August 23rd in St. Francis 
Hospital, Evanston, after an illness of sev- 
eral weeks. 

Dr. Evans was born in Genesee, Wis- 
consin in 1869. He graduated from the 
Chicago College of Dental Surgery in 1899 
and opened his first office on the west side 
of Chicago but later moved to the Trude 
Building at Randolph and Wabash. For 
the last twenty-four years he has prac- 
ticed at 30 N. Michigan Avenue, thus 
rounding out forty years of service in the 
dental profession. 

Dr. Evans was a 32nd Degree Mason 
and a former member of the Chicago Ath- 
letic Club, Hamilton Club and Evanston 
Golf Club. He was a continuous member 
of organized dentistry since 1905 becom- 
ing a Life Member of the Illinois State 
Dental Society in 1930. 

He is survived by his widow, a son, 
Gregg, three sisters and one brother. 

Interment was from the Chapel at 5501 


’ N. Ashland Avenue, Chicago. 








IRA A. DAVID 
1884-1938 

Dr. Ira A. David was born October 22, 
1884 in Urmia, Persia. He came to the 
United States when a boy of seventeen 
years and received his pre-college educa- 
tion at Mount Herman, a private school 
in Massachusetts. He was graduated from 
the Chicago College of Dental Surgery in 
1912 and practiced his profession there- 
after in the neighborhood of Chicago Ave- 
nue and Clark Street, Chicago, Illinois. 

He was a member of the Chicago Den- 
tal Society, Illinois State Dental Society 
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and American Dental Association, a mem- 
ber of Brotherhood Lodge A. F. & A. M. 
No. 986 of Illinois and Oriental Con- 
sistory. 

On September 2, 1916, he married Miss 
Grace McSparin who survives him as does 
one son, Ira A., Jr. Three brothers also 
survive, two of whom are physicians and 
the other a minister. 

Dr. David died at his home, 1435 Fos- 
ter Avenue, Chicago, August 23, 1938, 
after a lingering illness of several weeks. 
Funeral services were held August 27th 
from the North Shore Baptist Church. 


DEMANDS GREATER 


DISTRIBUTION OF MEDICAL CARE 


The August issue of the JOURNAL car- 
ried a report by Dr. Lon W. Morrey on 
the National Health Conference held in 
Washington, July 18-19-20, 1938, which 
included the recommendations of the tech- 
nical staff of the President’s Interdepart- 
mental Committee to Coordinate Health 
and Welfare Activities. To further ac- 
quaint the members of the Illinois State 
Dental Society with the deliberations of 
this conference excerpts from addresses 
delivered by several of the conferees are 
here published. 


Kk eS 
JOSEPHINE ROCHE 


Chairman Interdepartmental Committee 

to Coordinate Health 

“As we gather to consider the health 
needs of the nation and our responsibility 
for meeting them, we may take courage 
from the advances on other front lines of 
attack on our economic and social in- 
equalities. The people of our land are 
alert and determined that the frequently 
difficult but ultimately sure and progres- 
sive processes of democracy shall serve all 
the people. We’ have established the prin- 
ciple that certain insecurities which indi- 
viduals alone are powerless to withstand 
must be met through public action, that 


human conservation is an obligation of 
government.” 

* * 1 
Mr. JosepH A. Papway 


General Counsel, American Federation 
of Labor 

“We believe there should be a compul- 
sory set-up, a compulsory plan which will 
afford to every human being needing it 
within certain classification, medical atten- 
tion, wage compensation and the other ele- 
ments that have been discussed in these 
papers... . 

“IT realize the physicians have fears 
about the plan. Regardless of what the 
physician has said himself, he probably 
doesn’t want to say he has some fears, and 
I say the fears are not founded, because 
while the physician may have some fear in 
respect to the great amount of work he 
may be called upon to do, nevertheless the 
same arguments were advanced when work- 
men’s compensation legislation was ad- 
vanced some quarter of a century ago, and 
yet all the States that have workmen’s 
compensation, and the entire nation, will 
testify, including the medical profession 
itself, to the fact that the workmen’s com- 
pensation has turned out excellently for 
the medical profession. . . . 

“Something has been said by way of 
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criticism of the physician. I am not here 
to speak for him but as a layman I feel 
it my duty, in view of the fact that there 
has been criticism, to say much of the 
criticism has been unfounded. Those on 
the other side of the table, those who are 
not physicians, are likely to criticize him, 
but has it ever occurred to those, whether 
they be lawyers or engineers or social 
workers, and particularly social workers, 
that if your clients were consulted, they 
would heap so much criticism on your 
heads that perhaps some of this criticism 
in comparison would seem insignificant. . . . 


“Let’s not be smug and complacent. 
That goes for the lawyers or any other pro- 
fession. The fact remains that the physi- 
cian has rendered an excellent service to 
the community. . . . The only criticism I 
have is a constructive one, and that is this, 
that the physician must realize that there 
is some place where he stops; he can’t go 
any further. There is some place in the 
problem where he can’t advance and go be- 
yond that point. Two hundred thousand 
physicians, with all their good intentions 
and all the money in the world, can’t take 
care of the medical needs of the com- 
munity or of the workers or of the public 
as a whole. 

“There is a place where they can render 
their service and do their work, and where 
that line stops the government must take 
it up and go on with it. ... 

“There must be full and complete co- 
operation. . . . 

“The physician must, to use a colloquial 
expression, see the handwriting on the 
ae 

“The plan must contemplate wage com- 
pensation during illness, and labor de- 
mands that be in the plan. It must be in 
the plan. ... 

“Labor is for the compulsory plan... . 

“We also want the compulsory plan 
under government supervision and govern- 
ment pay. We would like to see it taken 
care of by universal taxation, but if there 
must be some contribution by the individ- 
uals who benefit by the plan, labor will 
go along with that plan. We will not op- 
pose it.” 


Mrs. H. W. AHART 


President Associated Women of the 

American Farm Bureau Federation 

“For a number of years, our Committee 
on Medical Care has been studying this 
problem and recently we adopted three 
resolutions which have received the appro- 
val of the executive committee of our or- 
ganization. Our organization has pledged 
itself to work for the enactment of legis- 
lation covering these resolutions. 

“The first of these resolutions endorses 
the policies of states and localities leading 
to the establishment of rural hospitals 
where they are needed and can be main- 
tained on a good professional and financial 
basis; and endorses also the principle of 
federal-grants-in-aid to supplement state 
and local funds for the establishment of 
rural hospitals. 

“Our second resolution acknowledges the 
advantages of health insurance and _ fur- 
ther recognizes the need for enactment of 
laws protecting the members of the medi- 
cal profession who engage in selling their 
services on the insurance principle from 
unnecessary burdensome requirements and 
rules, and to protect the insured from ex- 
ploitation by irresponsible insurance com- 
panies. 

“Our third resolution approves and urges 
the extension of all forms of preventive 
medicine throughout the country; and rec- 
ommends for this purpose a greater ap- 
propriation of funds, under the Social Se- 
curity Act, for the rural areas, on the 
ground that curtailment of sickness is to 
the betterment of society, and costs are 
beyond the economic resources of many 
people.” 


* * K 


Miss FLORENCE GREENBERG 


Educational and Legislative Chairman, 
Council of Auxiliaries, Steel Workers 
Organizing Committee 
“T speak to this health conference as the 

representative of the organized wives of 

workers. My people are asking that our 
government take health from the list of 
luxuries to be bought only by money, and 
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add it to the list containing the ‘inalien- 
able rights’ of every citizen... . . 

“We feel that an effective health pro- 
gram must be government-supported and 
not subject to the whims of philanthropy 
and charity; That Chicago’s health today 
is in *an emergency situation and there- 
fore we should use emergency measures 
as well as have a long range perspective: 
That a real health program for Chicago 
must include the following items: 

1. Slum clearance and housing projects 
as well as adequate relief so that sickness 
which comes because of a lack of decent 
food, clothing, and shelter, can be pre- 
vented. 

2. Health insurance (to be included in 
the Social Security Act). 

3. Provision of adequate hospitalization 
and convalescent care for all the people. 
This should include use of P.W.A., W.P.A. 
and other funds to build health centers in 
neighborhoods where they are most needed. 
There should also be some cooperation be- 
tween the government and private hos- 
pitals to make immediate use of the empty 
beds in those hospitals. 

4. A complete investigation and re-or- 
ganization of the county hospital. 

5. Expansion of all clinic and dispen- 
sary services, with a concentration of 
medical care in the district health centers 
to be situated in areas where they are 
most needed. 

6. A program for the early detection 
and treatment of syphilis, T. B., and 
cancer. 

7. An all inclusive program of vacci- 
nation for pre-school as well as school age 
children against smallpox, whooping cough, 
and diphtheria. 

8. Enough modern ambulances for the 
free hospitals in order to do away with 
the. use of patrol wagons. 

9. Well enforced laws to do away with 
occupational diseases and hazards. 

10. An effective program of popular 
health education. 


11. A special health program for the 
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Negro Community, because of its extra- 
ordinary needs. 

12. A thorough research into the health 
status of Chicago.” 

« * Bd 
Dr. ALIcE HAMILTON 

Consultant, U. S. Department of Labor 

“T think that we are all left with two 
impressions: One is the impression of a 
very great need, and the other the impres- 
sion of a body of people, the physicians 
of the country, who have striven hard to 
meet that need, but now are suddenly 
faced by an increased demand which they 
themselves cannot meet... . We can’t ask 
the American Medical Association to build 
us rural hospitals; we certainly can’t ask 
the ordinary practitioner to take upon him- 
self more of the burden of medical charity 
than he has already assumed. In common 
decency we ought to take a great deal of 
it off his shoulders. .. . 

“At any rate, we can’t stay where we 
are now; we must go forward and meet 
this new need. I don’t think that I can 
agree with those who think the need is 
temporary. I am afraid that the change 
in our society has come about perhaps 
through mechanization, I don’t know, but 
the change that has come has come to 
stay; things may get better, but they are 
not going to get to the point where we 
shall be able to lean back and say, ‘Private 
enterprise and private medical effort can 
meet the: need, we don’t have to worry 
about it.’ I think that day is over.” 


SOCIAL TRENDS 
(Concluded from page 370) 
“Furthermore, we recommend. that 
these preventive measures be financed 
through community funds augmented by 
local, state and federal funds if neces- 
sary.” 


212 E. Superior St., 
Chicago, Illinois. 
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Blocked capillaries in boggy gums not only retard 
the flow of blood, but decrease the rate of diffusion 
of soluble materials to and from the lymph. Teeth 
and gums suffer from lack of nourishment. Waste 
cells are not removed. 

IPANA plus massage helps to restore capillary 
tone by acting to stimulate the gingivae. Teeth and 
gums are better nourished and tissue waste removed 
as the gums become firmer. Decaying food particles 
do not find easy foothold. Teeth are held more solidly. 

IPANA cleans teeth efficiently and brightens 
them. Recommend IPANA to help keep teeth and Samples and Literature 


gums healthy. upon request, 


IPAN A BRISTOL-MYERS CoO. 


TOOTH PASTE 19-T West SOth St., New York, N. Y, 
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RELIANCE SERVICE 
Means 


REAL SATISFACTION 


Try Us and Be Convinced 


RELIANCE DENTAL LABORATORY 


G. C. REMME A. L, LABEE 
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The most favorable undercut is en- 
gaged for retention and is properly 


reciprocated when we construct a cast 
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ion 4c CIPLES when you send your case to 


STEINER DENTAL COMPANY 


5th Floor Myers Bidg., SPRINGFIELD 
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AT SCHNEIDER'S 





In training hands at Schneider’s we start with the mind of the 
craftsman. For eight years he is schooled in the functions of the oral 
cavity and dental anatomy, ete. Then he constructs your restorations. 


M. W. Schneider Dental Laboratory 


55 East Washington St. Central 1680 Chicago, II]. 
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To All Members of The Illinois State Dental Society 


Present this coupon to Important Notice to Members of the 
W A L | N G t w Illinois State Dental Society 
PHOTOGRAPHER 


37 South Wabash Avenue 


Chicago, Iilinois Wealinger of Chicago 


For One Photo for Yourself and One to be 








Inserted in the Librarian's Files 37 South Wabash Avenue 
THE ILLINOIS | 
STATE DENTAL SOCIETY | Is the official photographer for our society. If 


you have not had your picture taken by him 
| for the library files, arrange to do so at your 
earliest convenience. Our files now contain a 
fine collection of photographs; if yours is not 
| there you are urged to have a sitting at your 
| earliest convenience. No charge will be made 
for this and you will be given one picture free. 
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Lustrous white PALLADIN 
WILL please YOUR patients 






V Meets All Requirements 
V Is Esthetically Pleasing 
V Cost Little More Than 

Vulcanite Cases P. 

ALLADIN is an alloy of the 
Platinum-Palladium group—an accomplishment of the highest order. 
It affords the lasting lustre, fineness and costly appearance of a gold 
restoration, yet is inexpensive and within the means of all patients. 
It appeals to the most discriminating. 


Palladin has the particular properties required for partials: 
Resiliency, Strength without bulk, Ductility . . . and is applicable 
to your preferred technic. Every Palladin casting is heat treated 
and fitted over a metal model. The restoration is returned to you 
on a master stone model for your record. 


Palladin partials are increasingly popular with leading dentists. 
Choose Palladin on your next case and send your impression to the 
“House of Fine Dentures.” The accuracy and precision of our work 
is manifested in every detail. Masterbuilt restorations fit the 1st 
time and are guaranteed to satisfy. Specify PALLADIN! Designs 
and estimates gladly furnished on request. 


The MASTER Dental Company 


Prosthetic Studio 
162 N. State St. Chicago Phone STAte 2706 















IN DENTISTRY, TOO 


FORTUNES tt: mn 


THE SURFACE 





Are best revealed by means of 
the Ritter Shockproof X-Ray Unit 


The “Forty-niner” found that fortunes 
lie beneath the earth’s surface. Similarly 
dentists have discovered that, deep be- 
low the gum line, much profitable path- 
ology exists—hidden conditions best 
brought to light by means of a Ritter 
Model “B” Shockproof X-Ray Unit. 


Safe and easy to operate — producing 
perfect radiographs every time, a Ritter 
X-Ray Unit proves a source of consider- 
able additional income for any dentist. 


Get your share of the Fortunes That 
Lie Beneath the Surface of the gum 
line. Have your Ritter dealer demon- 
strate the Ritter Model “B” Shockproof 
X-Ray Unit and 

tell you how it 

will quickly pay 

for itself. 

The Ritter Dental 

Equipment Com- 

pany, Ine., 25 E. 


Washington St. 
Chicago, Il. 
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X-RAY UNIT 
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3 TUBES « s . $1.40 
12 TUBES . . .$5.00 
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55 E.WASHINGTON ST. CHICAGO, ILL. 
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